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Pelade (Alopecia Areata) and Pseudopelade 


Juuius E. Ginsserc, M.D., Coicaco 


atricial and noncicatricial baldness were first 
observed is certainly unknown. However, the au- 
thors of the Papyrus Ebers about 1550 B.C. 
probably were familiar with alopecia areata and 
pseudopelade, even though they did not recog- 
nize them as separate entities or designate them 
with these distinetive names, for they include 
several remedies “to expell spotted baldness.” 


J UST when and where all of the types of cic- 


Among the topical medications recommended by 
these ancient authors are burnt prickles of 
hedgehog immersed in oil, dirt that is in the nail 
of man, a mixture of red ocher, alabaster and 
honey over which a powerful incantation has 
heen said. For internal medication, they recom- 
mended sebesten, yellow ocher, frankincense, and 
sweet beer boiled, strained, and taken for four 
days.? 

The term alopecia areata was adopted from J. 
Johnson (1644, Idea, Univ. Med. Pract.) by 
Sauvage? who studied the disease in detail in 
1763. Common synonyms include porrigo de- 
calvans, area Celsi, area Johnstoni, alopecia cir- 
cumscripta (Hutchinson), and pelade. 

Alopecia areata usually offers little difficulty 

Assoc. Professor, Dept. of Dermatology, Northwest- 
ern University Medical School 

Prepared for the Section on Dermatology, 118th An- 
nual Meeting, Illinois State Medical Society, Chicago, 
May 22, 1958, as part of a panel discussion on “Diag- 
nosts and Treatment of Diseases of the Scalp.” 


in diagnosis, but occasionally must be distin- 
guished from ringworm of the scalp in children, 
black dot ringworm in adults, chronic discoid 
lupus erythematosus, pseudopelade, X-ray epila- 
tion, and thallium poisoning. It usually begins 
suddenly as one or more oval, round, or irreg- 
ular shaped discrete patches of noncicatricial 
baldness of the scalp. Any or all hairy areas of 
the body may be involved. A local feeling of 
tightness or tenderness may precede the hairfall 
but usually there are no premonitory symptoms. 
When the entire scalp is involved, the condition 
is known as “alopecia totalis” and when all hair 
of the body is lost, “alopecia universalis.” When 
baldness involves the circumference of the scalp, 
usually progressing from the occiput, the condi- 
tion is known as “ophiasis” (a condition de- 
scribed by Celsus, the famous Roman physician, 
about 25 A. D.*) Alopecia areata usually clears 
spontaneously in three months to a year, but in 
some cases baldness may remain. In others, the 
discrete patches progress to varying degrees of 
generalized hair loss that may have varying de- 
grees of persistence. 

The stubby, easily pulled, broken-off hairs that 
remain in the otherwise normal 
plaques of skin were designated as “exclamation 
point” hairs by Crocker. When the plaques are 
old, no “exclamation point” hairs are seen in the 
margins of the bald patches. The presence of 
these hairs indicates that the regions involved 


apparently 
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soon will be bald. Roots of fallen hair, broken 
off at scalp level, show up as black dots in the 
follicles and usually indicate rapid extension of 
the disease.* 

The sudden loss of hair frequently is first 
noticed at the time of a visit to a barber or beau- 
tician, and the easy pull loss of hair from the 
margins of plaques of baldness serves as an in- 
dex of progression of the condition. The first 
regrowth of hair often is white and lanugo-like. 
This hair may fall out, to be replaced by a sec- 
ond or third regrowth which—in the course of 
three months to a year—assumes its mature nor- 
mal shape and pigment. 

In 230 cases studied by Walker and Rothman‘ 
male and female showed equal incidence at all 


ages and in all forms of the disease. In this series 
| 


7 per cent occurred before age 20, and 84 per 
cent before age 40. The incidence of relapse was 
86 per cent in the entire series, and 100 per cent 
in cases observed 20 years or more, Seventy-five 
per cent of the cases that developed total alo- 
pecia remained totally bald for the entire period 
of observation. 

Alopecia areata had an incidence of 2 per cent 
in 15,000 skin outpatients as reported by Ander- 
son.° Vitiligo was present in 4 per cent of these 
cases, and nail changes were common in exten- 
sive alopecia. The most frequent precipitating 
factor was mental shock or acute anxiety—23 
per cent—and “nerves” in another 22 per cent. 
In, 27 per cent physical and mental health were 
excellent. 

Sutton feels the prognosis is less favorable in 
patients under 10 and over 40 years of age.® 
early alopecia areata 


Histologic studies of 


showing an inflammatory infiltrate about hair 
follicles and lymph and blood vessels suggest a 
disturbance in nutrition and function of the hair 
papilla, but whether this disturbance is neuro- 
trophic, psychogenic, endocrine, parasitic, bac- 
terial, or toxic, remains unknown.’ There is some 
familial tendency, but the condition usually is 
regarded as not contagious. Sabaraud, whose ex- 
perience was extensive, is said to have declared 
that an honest medical man knows that he has 
not greatly influenced the natural course of the 
disease. However, dermatologists are generaily 
agreed that treatment is indicated and often 
helpful. 

Topical medications include rubifacient and 


irritating lotions, ointments, and paints to pro- 
duce changes to the point of thick scaling or 
even bullae formation. The Kromayer lamp or 
air-cooled quartz lamp has been used at weekly 
to monthly intervals to produce similar local re- 
action. Grenz rays, thorium-X, and X-rays have 
been used with some reported success. 

Savill reports benefit from (1) manual epila- 
tion of loose hairs; (2) sulfur ointment rubbed 
well into the patch and for an inch around it; 
(3) a strong preparation of iodine twice a week, 
driven in with the negative pole of the galvanic 
current; (4) tr. of cantharides, ammonia, acetic 
acid, oil of cade in acetone solution. When bullae 
form, active treatment is stopped until they dry 
up. She believes that one-half to three grains of 
thyroid daily often was effective but found the 
treatment of universal alopecia and of the beard 
and eyebrows disappointing.® 

Sedative and tonic routines are used by a ma- 
jority of dermatologists in addition to topical 
care, and occasionally prostheses. Rest and re- 
lief from anxiety and fatigue often are helpful. 

Dr. Rothman and his colleagues at the Uni- 
versity of Chicago deserve great praise for their 
study of endocrine influences on alopecia areata, 
and for their dramatic therapeutic breakthrough 
with orally administered cortisone.** Regrowth 
of hair in moderate and severe longstanding 
cases began with fair regularity during the 
fourth month of therapy with daily doses of 100- 
150 mg. Similar results were obtained with corti- 
cotrophin. Cessation of therapy or decrease of 
dosage below a critical level (usually 50-75 mg. 
daily maintenance dose) invariably resulted in 
relapse. Regrowth of hair appeared to be de- 
pendent on dosage of cortisone, duration of the 
disease, and its severity. Fragility and flaking 
of nail plates associated with alopecia universalis 
showed significant improvement after three 
months of therapy. Confirmation of the results 
of these therapeutic experiments has been made 
by many careful dermatologic clinicians. 

The name “pseudopelade” was given to this 
form of cicatricial spotted baldness by Jean- 
Louis Brocq in a paper on that subject pub- 
lished in 1888.1° Synonyms include? alopecia 
atrophicans (Galewsky), a. cicatrisata (Crock- 
er), a. orbicularis (Neumann), alopicie atro- 
phiante en clairieres (Darier), and macular 
atrophy of the scalp (White). He stated that the 
disease is extremely rare and “resembles pelade 
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(alopecia areata) with which it has probably 
been confused—whence the name, pseudopelade.” 
No pelade remedies helped his cases in a period 
of more than two years. 

This form of baldness is seen most often in 
males between the ages of 25 and 45. It is first 
observed as two or more bald spots 2 to 5 mim. 
in diameter about the vertex, frontal, or parietal 
areas of the scalp. There is normal hair in be- 
tween which has been likened to “footsteps in 
the snow”®. Symptoms usually are lacking but 
tenderness, pinkness, and itching may precede 
baldness. Over a period of many years the small 
oval or round areas increase in size slowly and 
coalesce to form large placques, but the process 
always stops before total baldness occurs. The 
skin on the bald spots is white, atrophic, devoid 
of follicular orifices, slightly depressed, and re- 
sembles polished ivory. There are no scales, ker- 
atotic plugs, or telangiectases. The hairs on the 
periphery of the bald spots may have a slight 
perifollicular erythema. If so, they may be epi- 
lated easily, bringing the follicle lining with 
them and the surrounding succulent translucent 
glassy sheath which resembles that seen in fa- 
vus.!! Down hairs, broken hairs, and ‘“exclama- 


tion point” hairs have never been seen in true 
examples of this disease.* It takes 10 or more 
years for extensive alopecia to occur, and only 


occasionally do large placques result in two to 
three years. Brocq thought the most active phase 
of the disease was linked with general health 
such as intercurrent diseases or nervous exhaus- 
tion. The rosy tint of the borders of active le- 
sions suggested an infectious origin to some au- 
thors, but culture and stained sections made by 
Brocq, Saboraud, and others were negative.’ 

In 1905, Lenglet gave the first complete his- 
tologic picture when he studied three more of 
Brocq’s cases, and since then many others have 
described the pathologic changes. McCarthy 
feels that all agree a low-grade type of inflam- 
mation begins about the neck of the follicle and 
spreads downward. The inflammatory infiltrate 
invades the pilosebaceous structures, destroying 
the follicles and oil glands, and ending with 
sclerosis of the connective and elastic tissues. ‘The 
arrectores pilorum muscles remain as the only 
indication that follicles once existed in these lo- 
cations, 

Pseudopelade must be differentiated from oth- 
er types of spotted baldness, especially : 


for January, 1959 


1, Alopecia areata: Onset sudden: progress 
rapid; baldness usually temporary; ‘‘exclama- 
tion point” and black dot hairs present; no det- 
inite clinical atrophy. 

2. Folliculitis Discrete follicular 
papules and pustules present in advancing areas. 


decalvans: 


3. Favus: Scutula present ; fungi usually dem- 
onstrable in gray, dry, broken hairs. 

t, Lupus erythematosus: Usually telangiec- 
tases, atrophy, and follicular plugging in old le- 
sions. Lesions present elsewhere on face, ears, 
and hands. 

5. Syphilitic alopecia, keratosis pilaris. 

Treatment can be directed only toward arrest 
of baldness, since that which is present is perma- 
nent. It is generally agreed that the earlier treat- 
ment is begun, the better the results. 

Topical measures include manual epilation of 
diseased margin hairs; the use of antibacterial, 
antifungal, and stimulating ointments, paints, 
and lotions, including ammoniated 
Quinolor,® sulfur, salicylic acid, resorcinol, cade, 


mercury, 


or the broad spectrum antibiotics; and adequate 
but not overstimulation of the scalp. ‘Temporary 
X-ray epilation has proved helpful in some 
cases, 

Systemic treatment should include trial of the 
broad spectrum antibiotics and general measures 
conducive to good health. 
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A Survey of 


the Reading and Working Distance 


of Presbyopes 


Rosert L. Cannon, M.D., GALESBURG 


his is a survey of the distance at which pres- 
byopes and prepresbyopes tend to hold their 
reading material and to do their near work. Four- 
teen inches, or thirty-five centimeters, has been 
the historical distance for testing near vision, 
hut it doesn’t take long for the neophyte refrac- 
tionist to recognize that this distance is too close, 
and is, therefore, impractical for testing the pres- 
hvopic patient. 

Karly textbooks advised fairly short reading 
distances and strong adds. Thorington' (1910) 
recommended that reading, writing, and sewing 
he done at 13 inches, or 33 centimeters. Hart- 
ridge? (1901) stated that the best reading dis- 
tance is 30-40 em. Tscherning*® (1904) fixed his 
working distances at 13 inches. 

Several current textbooks on refraction were 
found to be vague regarding the working and 
reading distance of the presbyopic patient. These 
tects all recommended that the reading addition 
he adjusted to the working distance, but no stand- 
ays were given and no methods of determining 
the distance were suggested, 

Many standard eve examination forms specify 
that near vision should be tested at 14 inches. 
This distance also was used to set the percentages 
of near vision efficiency and loss by the Commit- 
tee for the Council of Industrial Health of the 
American Medical Association. In their report 
titled “Estimation of Loss of Visual Efficiency’’*, 
they state “A visual acuity of 20/20 or better 
ne ix considered 100% acuity for distance 
vision and Snellen 14/14, Jaeger 1, or 3-point 
type (with presbvopic correction if necessary) 1s 
considered 1000 acuity for near vision (14 
inches or 36 em.).” 

Many near vision test charts such as Dr. Le- 
hensohn’s® comprehensive and handy _ plastic 
covered cards and the A.M.A. cards are designed 


for use at 14 inches. 


Presented before the 118th Annual Meeting, Illinois 
State Medical Society Chicago, May 20-24, 1958. 








A recent book by Holmes® listed the average 
working distances of people in several hundred 
occupations. For housewives, secretaries, attor- 
neys, proofreaders, and editors, he gave averages 
of 16 to 18 inches. He states, “Most refractionists 
in America take nearpoint findings and prescribe 
general purpose bifocals for reading at 16 
inches.” ‘This is more realistic than the tradi- 
tional 14 inches. 

One of my early instructors in refraction, Dr. 
John Beall, used and taught me the method that 
was used to make the measurements for this 
survey. It is as follows: If the patient wears 
glasses, they are removed so that the present cor- 
rection will not influence the placement of the 
printed matter. He is then handed a magazine 
and instructed to hold it at the place that he 
likes to hold his books, magazines, or newspapers. 
Most patients, without further instruction, con- 
fidently and naturally hold the magazine at the 
distance they prefer. Occasionally a patient will 
sav “But, Doctor, I can’t see anything on this 
without my glasses.” He is then told that he is 
not supposed to see the printing, but is to hold 
the magazine at the distance that feels comfort- 
able and natural. After the patient has placed 
the magazine, a metal tape measure is held up 
with the zero mark at the lateral canthus. The 
tape is rolled out and an are is swung so as to 
touch the magazine. The distance from the lat- 
eral canthus to the reading position is observed 
and recorded either in inches or centimeters. 

Experience has shown that this distance seems 
to be fairly constant for each individual because 
rechecks made after short intervals of time or 
even after several years are surprisingly similar. 

Thus it seems that persons in the preshyopic 
age group develop a habit of holding their read- 
ing material or other close work at a certain 
distance. This customary distance possibly is 
influenced somewhat by their anatomical build, 
the nature of their work, and their posture when 
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reading. An analysis of the working distances 
involved in their job, profession, or hobby may 
be helpful in deciding whether to prescribe mul- 
tifocal lenses or a special extra pair of glasses. 
But usually there seems to be one optimum dis- 
tance which they will seek either by positioning 
their head to the work or by bringing the work 
to that distance. 

Originally 300 consecutive records were taken 
from our files for the purpose of this survey, but 
tabulations showed that there were 235 women 
and only 65 men in the group. Because of this 
lopsided sex distribution, 150 consecutive records 
for men and 150 consecutive records for women 
were used, Only the records of patients over 40 
vears of age were included. 

The range of the 150 men was from 35 to 55 
centimeters, or 14 to 25 inches with an average 
distance of 47 centimeters, or 18.8 inches. The 
range of the 150 women was from 29 to 56 cen- 
timeters, or 11.6 to 22.4 inches with an average 
of 43.8 centimeters, or 17.5 inches. The average 
reading distance for the total of 300 patients, 
both men and women, was 45.4 centimeters, or 
18.1 inches. 

The men in this survey held their reading 
material 4.8 inches farther away than the usually 
recognized distance of 14 inches and 1.3 inches 
farther away than do women, Women held their 
reading material 3.5 inches farther away than 
14 inches. The average of the whole group of 
18.1 inches is 4.1 inches farther out than the 14 
inch distance. 

What are the most preferred reading distances 
of the presbyopic patients? After using this 
method of measurement of the near working dis- 
tance for 10 years, it seemed that the most popu- 
lar distances designated by the patients were 42 
and 45 cm. Tabulation of the statistics showed 
this to be the case. A breakdown of the figures is 


as follows: 


Percentage 
6.3% 
18.0% 
21.0% 
9.0% 
13.6% 


7.6% 


Distances Number 
40 em. or less 19 
42 54 
45 63 
48 27 
50 41 
over 50 23 

The less common measurements of 41, 43, 44, 
47, and 49 centimeters accounted for the other 
24 per cent. 
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As anticipated, the preferred distances used 
were 42 centimeters, or 16.8 inches and 45 centi- 
meters, or 18 inches. The third most common 
distance was 50 centimeters, or 20 inches. 

Next, comparisons of the working distances of 
the various decades of age of the 300 patients 
were made and the results were as follows: 


Ages Number of Patients 
40-49 
50-59 
60-69 
70-79 


Average Distances. 
45.8 em., or 18.3 in. 
46.5 cm., or 18.6 in. 
45.3 cm., or 18.1 in. 
42.4 cm., or 17 in. 
80-89 38.7 em., or 15.4 in. 
90-93 37.5 em., or 15 in. 

As would be expected, people over 70 tend to 
pull their reading material in closer, while those 
in the 40’s, 50’s and 60’s show an average dis- 
tance over 18 inches, or 4 inches over 14 inches. 
The small number of patients in their 80’s and 
90’s could not be considered a sufficient sample 
for drawing any conclusions. 


DISCUSSION 


From a practical standpoint, the method of 
determining the reading distance as described 
above has been successful and reliable. It is more 
sensible to let the patient pick the reading dis- 
tance than to focus the reading add at 14 inches 
and select the power of the bifocal from an ac- 
commodation table according to the age. We have 
all heard it said that the younger the refrac- 
tionist, the stronger the add. It is easy to see why 
this would be true if the novice started focusing 
his patient’s reading adds at 14 inches. He would 
soon find this is too close. 

If a trial frame and trial lenses are used in the 
refraction, the patient can hold the near vision 
chart where he pleases and the reading add can 
be adjusted accordingly ; however, more and more 
phoropters are being use in the busy refraction- 
ist’s office and here it is not practical to have 
the patient hold the test card so that the reading 
distance must be predetermined and the reading 
card set on the near vision slide at that distance. 

The increase in the average reading distance 
to about 18 inches may be due to an increase in 
the height and size of the general population, or 
as Lebensohn’ has suggested, “A more careful 
correction of associated astigmatism that has 
developed in the intevening years has so improved 
the basic acuity that a weaker add is now ade- 
quate.” Since a weaker add is more adequate the 





patient is able to hold his reading material out 
farther, have a greater depth of focus, and enjoy 
more versatility in other tasks for which he uses 
his presbyopic correction. 

Whenever the presbyope’s near visual acuity is 
being determined for reporting percentages of 
efficiency or of loss, it is not practical to require 
him to hold the test card at 14 inches because 
the reading addition in the majority is focused 
farther out than this. Before presbyopia, the pa- 
tient is still able to accommodate and the 14 inch 
distance can be more reliably used. 

Standards for near visual efficiency using 
14/14 for normal should be reappraised or at 
least we should take the time and trouble to in- 
crease the power of the add sufficiently so that 
the print will be clearest at 14 inches. 

The average distances for men and women as 
found in this survey are useful in determining 
the add for mentally ill or deaf patients who are 
unable to understand the explanation of the 
procedure. 

SUMMARY 

Historically, a reading distance of 14 inches 
has been set but the results of this survey of 300 


yresbyopes or prepresbyopes showed that the 
VO} t 


average reading distance of 150 men was 47 cm. 


New anatomical material service 


Better times, increased welfare provisions, so- 
cia! security, veterans’ organizations, and reli- 
gious groups have so reduced the chances of a 
person’s dying indigent and unclaimed that the 
necessary supply of anatomical material has be- 
come seriously curtailed again. 

The best hopes for the future are a continued 
awareness of the problem and a frankness con- 
cerning it, and the maintenance of the good rela- 
tions that now exist between the schools and the 


(18.8 inches); 150 women, 43.8 cm. (17.5 
inches) ; and the average of both was 45.4 cm. 
(18.1 inches). 

The most common reading distances used. by 
these 300 patients were 42 centimeters and 45 
centimeters, with 18 and 21 per cent respectively. 
The third most preferred reading distance was 
50 centimeters. 

The average presbyope up to 70 years of age 
holds his reading material about 45 centimeters 
(18 inches) away and as he gets older, he tends 
gradually to move the material closer in. 

511 Bondi Bldg. 

I wish to express my appreciation to Rosemary Ken- 
nedy, R.N., for her assistance in helping to accumulate 
the statistics for this study. 
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superintendents of institutions from which the 
bodies must come. Of equal importance is the 
revision of inheritance laws, in states where it 
is necessary, to permit the bequest of one’s body, 
recognizing the right of the individual to dispose 
of his remains as of his other property. This, and 
an effective publicity program, has been encourag- 
ingly successful in California, where bequeathed 
bodies are a major source of anatomical material. 
Editorial. Melancholy of Anatomy. New England 
J. Med, Apr. 17, 1958. 
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Viruses and Heart Disease 


Ear N. Sirsper, M.D., Cuicaco 


Doctor Robert J. Adolph: Remarkable ad- 
vances have been made during the past 25 years 
in the identification of new viruses and in the 
recognition of human viral disease. Clinical and 
pathologic studies of heart disease due to viruses, 
however, have been fragmentary and contradic- 
tory. Today, we have asked Dr. Earl N. Silber, 
who has been actively engaged in such a con- 
tinuing study at Michael Reese Hospital in Chi- 
cago since 1950, to speak to us on this subject. 

Dr. Earl N. Silber: It is true that medical 
opinion in this area is by no means settled. In 
part, this is because it is virtually impossible for 
the clinician to make an accurate diagnosis of a 
viral respiratory infection from symptomatology 
alone. Moreover, the extended time lapse between 
the primary infection and the appearance of 
heart disease obscures cause-effect relationships. 
In the Michael Reese study, complement-fixation 
tests for viruses and cold hemagglutinins have 
been performed on acute and convalescent serum 
specimens of patients who presented with one 
of the following features: 

(1) Congestive heart failure without a de- 
monstrable etiologic basis for heart disease ; 

(2) Signs or symptoms of heart disease dur- 
ing or following recovery from an acute infec- 
tious disease, either clearly viral in origin or 
without clinical or laboratory evidence of bac- 
terial or rheumatic origin ; 

(3) Routine electrocardiograms suggestive of 
myocarditis. 

The demonstration of a fourfold or greater 
rise of specific antibodies for a particular virus 
during the course of the illness was accepted as 
evidence of the etiologic relationship of that 
virus to the observed disease. 

Diagnosis of heart disease due to respiratory 
viruses was made in 23 patients. Pericarditis was 
diagnosed in two cases and myocarditis in 21. 


Assistant Clinical Professor of Medicine, Chicago 
Medical School and Physician in Charge of Clinical 
Teaching and Training of the Cardiovascular Depart- 
ment, Michael Reese Hospital, Chicago. 
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A specific viral etiology was identified in eight 
cases. The specific viruses implicated included 
influenza B in three cases, influenza A in two 
cases, influenza A and Bb in one case, psittacosis 
in one case, and primary atypical pneumonia 
virus in one case. The other 15 cases were desig- 
nated as presumptive because they did not meet 
the aforementioned rigid immunologic criterion 
of rising antibody titer and in none was another 
etiologic factor for heart disease demonstrable. 
It is likely that if immunologic tests for addi- 
tional viruses had been employed, other specific 
etiologic agents would have been found. 

No spontaneous history of an antecedent res- 
piratory infection was given in 75 per cent of 
the patients, either because the infection seemed 
trivial or the interval between the infection and 
the heart disease was prolonged and the patient 
could see no temporal relationship. Careful in- 
quiry by the physician with respect to ante- 
cedent respiratory infections will identify cor- 
rectly some cases of postpartal myocarditis, 
Fiedler’s myocarditis, or idiopathic myocarditis 
as instances of postinfectious myocarditis. 
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Two patients presented the clinical picture of 
idiopathic benign pericarditis with exacerbations 
and remissions and complete recovery in one 
month and five months, respectively. Influenza 
B was implicated in both cases. Influenza has 
not been reported previously as an etiologic agent 
in so-called idiopathic pericarditis. 

Thirteen patients with myocarditis had an 
acute clinical course with complete resolution 
whereas two died after a fulminating course be- 
fore serologic studies could be performed. Path- 
ologic examination revealed myocarditis con- 
sistent with a viral etiology in both cases. Three 
patients had a subacute course marked by ex- 
acerbations and remissions and lasting two 
months to four years, with eventual recovery. 
Chronic intractable myocarditis was observed in 
three patients with eventual death in congestive 
heart failure in two cases. Specific viral etiolo- 
gies were implicated in one patient of each of 
the last two groups, a finding which strongly 
suggests that viruses may cause irreparable 
myocardial damage and chronic heart disease. 

Congestive heart failure was the major clini- 
cal finding of all instances of subacute and 
chronic myocarditis. Four patients with heart 
failure were examples of so-called postpartal 
heart disease following within two months after 
an uneventful pregnancy and delivery. In two 
cases, rising antibody titers to combined influ- 
enza A and B and to primary atypical pneu- 
monia virus were found. 

A valuable clew suggesting the possibility of 
myocarditis in patients with congestive heart 
failure, was the occurrence of ectopic rhythms 
following the administration of relatively small 
doses of digitalis. 

No electrocardiographic pattern characteristic 
of viral myocarditis was noted. In three cases a 
left ventricular hypertrophy or strain pattern 
was the only electrocardiographic abnormality, 
even after complete clinical recovery, and in the 
absence of hypertension or radiographic evidence 
of chamber enlargement. This suggests that 
spotty focal fibrosis of the myocardium with at- 
tendant conduction defects may produce a heart 
strain pattern per se. 

Two patients with congestive heart failure and 
a prctracted course had apical diastolic rumbling 
murn.urs suggestive of mitral stenosis, that dis- 
appeared with recovery. In neither case was an 
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accentuated apical first sound or opening snap 
present. Has the label, rheumatic heart disease, 
been put upon other cases of viral myocarditis 
with such murmurs even though they lack a 
rheumatic history or the confirmatory ausculta- 
tory signs of organic mitral stenosis ? 

Our group has studied 48 unvaccinated stu- 
dent nurses and hospital employees who had 
serologic evidence of Asiatic influenza. Two had 
evidence of postinfectious myocarditis, an inci- 
dence of eight per cent, which is in excess of that 
usually described in the literature. One nurse, 
although asymptomatic, developed first degree 
atrioventricular block and later a nodal rhythm, 
with eventual return to normal sinus rhythm. 

The local medical commission investigating 
an Asiatic influenza epidemic in Bombay re- 
ported that 20 per cent of patients had electro- 
cardiographic abnormalities and that 13 per 
cent had changes consistent with myocarditis. 
However, the criteria for the diagnosis of myo- 
carditis were not enumerated. 

Two patients with mitral stenosis, recently 
described by Burch and associates, developed 
congestive heart failure following Asiatic in- 
fluenza infection. One developed pericarditis and 
myocarditis with no demonstration of a preced- 
ing Beta hemolytic  streptococeal infection. 
Burch concluded this was a case of active rheu- 
matic carditis, although the possibility of acute 
myocarditis due to the influenza virus had not 
been excluded. 

A number of reports in the medical literature 
describe heart failure appearing in the last 
month of pregnancy or early puerperium in the 
absence of any known pre-existing cardiac lesion, 
Such cases have been called postpartal heart dis- 
ease. The myocardium in fatal cases often has 
shown moderate infiltration by lymphocytes and 
macrophages. There is no evidence that preg- 
nancy per se is etioligically related to the heart 
disease, In 1954, Bashour and Winchell reported 
two cases that suggested sulfonamide sensitivity 
as the etiologic agent in one patient, and influ- 
enza virus in the other. As previously stated, 
four of our cases of viral myocarditis were in- 
stances of postpartal myocarditis. Other etiologic 
entities have been suggested. Hence, there is no 
good evidence to warrant consideration of post- 
partal heart disease as a specific entity. 

Idiopathic ventricular hypertrophy is an 
uncommonly described pathologic condition with 
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histologic evidence of hypertrophied muscle fibers 
and some replacement fibrosis. This is a non- 
specific end-stage picture of myocardial disease. 
Our experience has led us to conclude that in 
many cases, idiopathic cardiac hypertrophy prob- 
ably represents a chronic viral myocarditis. 
Virchow and Rokitansky were of the opinion 
that myocardial fibrosis was a sequel to inflam- 
mation. Hence, the diagnosis of chronic myocar- 
ditis frequently was employed. After Herrick’s 
description of myocardial infarction, the rela- 
tionship of coronary artery disease to myocar- 
dial fibrosis was recognized and the diagnosis of 
chronic myocarditis was restricted to rheumatic 
and diptheritic carditis. Nevertheless, it has been 
established that chronic myocarditis of other 
etiologies exists although the antemortem diag- 
nosis admittedly is difficult. We recently have 
observed four such patients. Two masqueraded 
as mitral stenosis. Cardiotomy on one of them 
revealed a normal mitral valve. Autopsy subse- 
quently disclosed chronic myocarditis perniciosa 
(Boiken) in both cases. A third patient at 73 
had a typical episode of flu and six weeks later 
entered the hospital in congestive heart failure. 
The electrocardiogram revealed a left bundle 
branch block. After four years of chronic cardiac 
disability, this patient died in intractable heart 
Normal arteries were found 
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at autopsy but the patient had chronic myocardi- 
tis. The fourth patient had a similar but shorter 
clinical course with necropsy findings of chronic 
myocarditis. 

A word of caution in the interpretation of 
data such as ours is in order. The finding of 
antibodies for a virus during the course of a 
disease is highly suggestive but not incontro- 
vertible evidence that the virus caused the dis- 
ease. Human autopsy and biopsy material for 
virus tissue culture studies seldom are available. 
The poliomyelitis virus actually has been isolated 
from the heart at necropsy, but finding a virus 
in the myocardium does not necessarily prove 
that it is responsible for the pathologie picture. 
It may represent only the consequences of a 
viremia. Moreover, it is not known whether a 
virus need be present in the tissues of the heart 
to induce myocardial lesions. These and many 
more questions remain for future studies to 
elucidate. 

The major purpose of this paper is to renew 
the clinicians’ interest in the problem. Careful 
follow-up studies encompassing many years and 
carried out by the practicing physician who 
sees patients when they are in acute stages of 
common infectious diseases is perhaps the best 
way to assess finally the role of respiratory 
viruses as agents of heart disease. 
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James Nevins Hyde— 


Pioneer Teacher of Dermatology in Chicago 


SAMUEL J. ZAKON, M.D., Cuicaco 


N THE history of dermatology in Chicago, 

as in the history of dermatology in America, 
the year 1870 constitutes a dividing line separat- 
ing, two eras. On the one hand, the embryonic 
period of American dermatology and on _ the 
other, the new era—the birth, growth, and matu- 
rity of the American school of dermatology. ‘The 
year 1870 saw the appearance of the American 
Journal of Syphilis and Dermatology. It was 
the year in which James C. White was awarded 
the first chair of dermatology in an American 
medical college (Harvard) and in which James 
Nevins Hyde began to practice dermatology in 
Chicago. This was a practice of love and labor 
lasting 40 years and earned for Dr. Hyde the 
title of founder of the Chicago school of derma- 
tology. 

James Nevins Hyde (1840-1910) was born in 
Norwich, Connecticut. He prepared for college 
at Phillips Academy in Andover, Massachusetts 
and entered Yale. He ranked high in college and 
received a prize in composition in his sophomore 
year as well as an award for a poem. He seems 
to have had a poetic leaning and his “Parting 
Ode,” written for Presentation Day, has been 
cherished and remembered for its beauty of form 
and general excellence; again in 1896, on the 
35th anniversary of his graduation he contrib- 
uted a fine lengthy poem entitled “The Ivy of 
Sixty-One.” He received the degree of A. B. 
from Yale in 1861 and an A. M. in 1865. 

Immediately after his graduation from Yale 
in 1861 he began the study of medicine in the 
College of Physicians and Surgeons, New York, 
with Dr. William H. Draper (1830-1901) as his 
preceptor. In the following summer, we find 
Hyde helping transfer the sick and wounded of 
McClellan’s army to northern parts, during the 
Peninsular campaign, and caring for the wound- 
ed in the battles of Malvern Hill and Fair Oaks. 





Presented before the 118th annual meeting of the 
Illinois State Medical Society, Chicago, May 22, 1958. 
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He spent 10 months in the autumn and winter 
of 1862-63 working in Washington hospitals and 
in July of 1863 was appointed acting assistant 
surgeon of volunteers and ordered to the North 
Atlantic Blockading Squadron, where he served 
on several vessels. He was then put in charge of 
the Naval Hospital at Newberne, North Carolina. 
He obtained his commission as assistant surgeon 
in the regular navy in October of 1863 and was 
assigned to the San Jacinto and cruised in the 
Gulf of Mexico during 1864. 

While on hospital duty at Key West, Florida, 
an epidemic of yellow fever occurred in which 
his two superior officers died, leaving him in 
charge. His prowess in fighting the disease was 
so great he was the recipient of a special letter 
of appreciation from the Secretary of the Navy. 
In the autumn of 1865 President Lincoln hon- 
ored him with a commission to join the Ticonder- 
oga of the European Squadron under Admiral 
Farragut on its memorable voyage to various 
European ports and through the Mediterranean. 
Duing this voyage, he employed his time to good 
medical advantage in the countries visited. Re- 
turning in 1867, he was made past assistant sur- 
geon and served for one year in the Clare Naval 
Hospital in Washington. He resigned from the 
navy in 1868 and, after taking the second course 
of medical lectures at the University of Pennsyl- 
vania, received his M. D. degree from that school 
in 1869. 

From 1869 until his death Dr. Hyde practiced 
dermatology in Chicago, a specialty in which he 
was one of the pioneers. His first medical school 
appointment was lecturer on dermatology in the 
Rush Medical College in 1873, a position he held 
until 1876 when he was made professor of derma- 
tology at Northwestern University medical 
school. In 1879 he was chosen professor of skin- 
genitourinary, and venereal diseases in Rush 
Medical College and this appointment he held 
until his death. From 1902 to 1910 he was pro- 
fessorial lecturer on dermatology at the Univer- 
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Dr. James Nevins Hyde, Dr. Frank Hugh Mont- 
gomery and Margaret. 


(From The Collection of Hyde Memorabilia of Dr. Hamilton 
Montgomery) 


sity of Chicago. In 1881 he received an ad Eun- 
dem degree in medicine from Rush Medical Col- 
lege. 

Many other medical honors and appointments 
came to Dr. Hyde during his 41 years of active 
professiona! life in Chicago. He was attending 
dermatologist at Presbyterian, Michael Reese, 
Augustana, and Children’s Memorial Hospitals 
and at the Orphan Asylum of the City of Chi- 
cago. For many years he was secretary of the 
Council of Administration of the faculty of Rush 
Medical College. He was one of the founders of 
the American Dermatological Association in 
1876, the oldest society of its kind in the world. 
Dr. Hyde was thus in the proud company of 
James C. White, Louis A. Duhring, George H. 
Fox, and L. D. Bulkley. He contributed more 
papers to this association than did any of his 
fellow members. He flooded everything he did 
with his energy and enthusiasm. He was one of 
a small group of valiant spirits who felt that the 
progress of dermatology in America was depend- 
ent on concentration of energy and purpose along 
definite circumscribed lines. To the great credit 
of these pioneers, their accomplishments were 
effected with scanty sympathy often even despite 
bitter hostility. Dr. Hyde published more than 
100 scientific papers, including important studies 
on pellagra, blastomycosis, and sporotrichosis. 
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But his best literary effort was his textbook, 
Diseases of the Skin. The first edition appeared 
in 1883 and the eighth and last in 1909. This 
textbook immediately became a bestseller and the 
most widely used textbook of dermatology. It is 
ihe only American textbook of dermatology that 
has been in print in various editions from 1883 
to 1954. The 16 editions were printed by the 
same publishers—Lea Brothers (Lea & Febiger). 

Dr. Hyde was fortunate in the selection of his 
associates and assistants. His first office associate 
was Frank Hugh Montgomery [1892]. This as- 
sociation was founded on mutual appreciation, 
respect, and affection and as time went on, these 
bonds became more binding. By 1908, at the time 
of Montgomery’s death, Hyde treated him as a 
son. The 4th, 5th, 6th, and 7th editions of Hyde’s 
textbook were under the authorship of Hyde and 
Montgomery. Ormsby was another fortunate 
selection as office associate, for he carried on 
from 1910 to 1954 the tradition established by 
Hyde of teacher, author, and clinician. 

Dr. Hyde was a charter member and twice 
President of the American Dermatological Asso- 
ciation, was the founder and a charter member of 
the Chicago Dermatological Society, and its 
president in 1902-1903 and in 1908. 

On July 31, 1872 Hyde was married to Alice 
Louise Griswold of Chicago and had two sons, 
Charles Cheney Hyde an attorney and at one 
time Professor of International law at North- 
western University, and a child of his old age 
James Nevins Hyde, Jr. born in 1909. Dr. Hyde 
died September 6, 1910 at age 70. 

We are meeting here today as members of the 
Illinois Medical Society Section on Dermatology. 
Let us pause for a moment and pay tribute to 
the one who in the past laid the foundation of 
our specialty for us. At the same time let us not 
forget that there is a future and that the future 
will be what we make it. Historical recording 
and research is an expression of gratitude to our 
progenitors and to all those who have enriched 
our specialty and have thus given meaning, pur- 
posefulness, and integrity to our very being. 
Remember the days of old, Consider the former 
generations 
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Trace Elements 


in Cardiovascular Disease 


Georce Grirritrn, M.D., AND BALAKRISHNA HEGpE, Los ANGELEs, CALIF. 


hen we first undertook the study of trace 

metal concentrations in cardiovascular 
and related tissues in the early 1950s, we were 
convinced that in the metals we had a tool that 
would permit us to diagnose and treat pathologic 
conditions long before they had advanced to 
the point where they could be detected by means 
of slide and microscope. Developments have been 
even more rapid than we envisioned, and evi- 
dence is mounting that metals hold the key to 
an entirely new dimension of medical investiga- 
tion that one day may enable the clinician to 
treat disease with the exactness expected of the 
chemist or the physicist. 

To understand the role of metals and metal- 
like substances, we must think in terms of en- 
zymes and enzyme systems, These concepts are 
entirely foreign to most clinicians whose bio- 
chemistry may be a little rusty—quite under- 
standably. Also, we must take into account the 
vitamins and hormones which also are known to 
interact with trace metals. An enzyme is a pro- 
tein, differing from other proteins only in its 
ability to catalyze profound metabolic reactions 
within the tissues. Metals enter into these reac- 
tions in either of two ways: (1) the enzyme itself 
may contain a metal as an indispensable part of 
the molecule: Cell respiration, for example, de- 
pends heavily upon the presence of a metalloen- 
zyme, as these metal-containing enzymes are 
termed. Illustrative of this class of enzymes is 
the group of iron oxidases, the chief of which 
helong to the evtochrome system. (2) At times 
the metal is not an integral part of the enzyme 
molecule but merely interacts with the enzyme 
in catalysis, Often an enzyme is empowered to 
bring about either of these two reactions: the 
presence of a metal that can be utilized as part 
of the enzyme system may then be a deciding 
factor, determining which of the alternative reac- 


From Department of Medicine, University of South- 
ern Caltfornia. 

While the Nutrition Committee of the Chicago Heart 
Association is sponsoring this article, the opinions ex- 
pressed are those of the authors and do not necessarily 
represent the official view of that committee. 
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tions will oceur. In some cases, the reaction is 
specific and only a certain metal or mealloid can 
be utilized as a part of the enzyme system. For 
other enzyme systems, almost any bivalent metal 
will suffice. 

In addition to their importance in enzymic 
activity, certain of the metals also enter into 
or influence hormone and vitamin action and, 
reciprocally, the metal content of the tissues is 
influenced by the hormones and by the presence 
or insufficiency of vitamins. The effectiveness of 
metals in such minute quantities, their interac- 
tion with enzymes and hormones, and the pro- 
found metabolic changes resulting from defi- 
ciency, toxicity, or imbalance of trace metals 
all suggest analogy to the vitamins. 

Disability and death follow the formation of 
cholesterol-rich, atheromatous plaques in vital 
areas, blocking the nutrition of cardiovascular 
and related tissues. We have evidence that the 
metals are involved intimately in fatty acid 
metabolism. For example, Currant has shown 
that in rats chromium increases by 150 per cent 
the incorporation of C**-labeled acetate into 
cholesterol and fatty acids. Manganese, long rec- 
ognized as a lipotrophic agent, increases cho- 
lesterol synthesis by 125 per cent, while vanadium 
decreases synthesis by 90 per cent. In the rabbit, 
ingestion of vanadium has been shown to lower 
cholesterol deposit in the aorta without produc- 
ing an appreciable change in serum cholesterol.? 
The introduction of the chelator 8-hydroxy- 
quinoline decreases cholesterol and fatty acid 
synthesis, suggesting that various metals are 
mobilized or removed by the metal-binding agent. 
When we subjected cardiac tissues obtained at 
necropsy to spectrographic and microchemical 
analysis, we found manganese levels markedly 
reduced in areas of fresh myocardial infarction. 

We are learning more and more about the 
roles of ions other than sodium in the pathogene- 
sis and control of congestive failure. In the clinic 
conducted at the Los Angeles County Hospital, 
we have maintained patients free from signifi- 
cant renal disease for months or years on mod- 
erate or massive doses of organomercurials with- 
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out injury to kidney function, provided neither 
oliguria nor hyponatremia is present. Analysis 
of the kidney tissue from 45 patients with 
congestive failure showed an increase of mercury 
deposit in the kidney with continued administra- 
tion but gave no evidence of interference with 
kidney function. Nonprotein-nitrogen values for 
these patients could not be interpreted as indicat- 
ing that the larger amounts of mercury in the 
tissues were harmful. 

Less well known is the method of action of 
carbonic anhydrase inhibitors. Here, too, a metal 
is of primary importance, for carbonic anhydrase 
inhibitors work by blocking the action of zine, 
the metal which is an indispensable part of the 
carbonic anhydrase molecule. Removal of the 
zine results in of the 
metal-loenzyme; reversible inactivation is ef- 
fected by enzyme inhibitors which combine with 
zinc, such as dimercaprol, cyanide, sulfide, azide, 
and the sulfonamides.* Because zine concentra- 
tion determines the rate of insulin release from 
the beta cells of the pancreas, we tend to think 
of zinc primarily in connection with diabetes. 
Nine of 11 patients with diabetes mellitus in- 
cluded in our studies had low cardiac zine values. 


irreversible inactivation 


Schroeder and Perry* have pioneered in eluci- 
dating the roles of the trace metals in arterial 
hypertension. After the discovery that hydrala- 
zine, an antihypertensive agent, selectively binds 
manganese, ferrous iron, copper, silver, tin, and 
mercury, and that hydralazine is oxidized with 
the liberation of nitrogen by vanadium and fer- 
ric iron, these investigators tested a number of 
chelating and metal-binding agents and found 
that several would lower arterial hypertension. 
They then analyzed the chemical structures of 
antihypertensive agents now in use or under- 
going clinical trial and found that many ap- 
parently dissimilar substances—none of which 
act on the autonomic nerves—had the common 
property of binding trace metals. Increased 
amounts of cadmium, lead, and manganese are 
found in the urine of patients with malignant 


hypertension. This suggests that these metals 


may be present in hypertensive patients in ab- 
normally large amounts. As might have been 
predicted, when hypertensive patients are treated 
with agents such as hydralazine, high urinary 
levels of these metals drop toward normal. Ex- 
cretion of one metal, vanadium, is considerably 


less in hypertensive patients than in normal 
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persons. Only after a large series of cases has 
been studied thoroughly, will it be possible to de- 
termine the role of metalloenzyme imbalance in 
arterial hypertension and to apportion with cer- 
tainty the contribution of each trace metal to 
that imbalance. 

The interdigitation of trace metals in the 
nutrition and metabolism of the body is ex- 
tremely complex, as relationships of other trace 
metals to molybdenum serve to illustrate. Most 
investigators have been aware for some time of 
the antagonism between copper and molybdenum, 
especially in animal nutrition. Copper deficiency 
in cattle may be due either to low copper con- 
centration of pasture grasses or to its high 
molybdenum content. However, a third factor 
enters into the situation and perhaps a fourth: 
The degree of molybdenum suppression of copper 
depends on the amount of inorganic sulfate in 
the diet, and the combined inhibitory effect of 
the molybdenum and the sulfate on copper uti- 
lization seems to depend upon the amount of 
manganese available. High manganese content 
will block the molybdenum-sulfate suppression 
of copper storage and utilization. Here again we 
must add a further qualification: If the diet 
is very high in protein, manganese may augment. 
rather than block the effects of molybdenum and 
sulfur on copper utilization. 

For at least one trace metal, cobalt, the meth- 
od of administration may be of significance. In 
cholesterol-fed rabbits and chickens, feeding of 
cobaltous chloride reduces the incidence and 
severity of aortic atheromatous lesions and low- 
ers blood cholesterol concentrations. Parenterally 
administered cobalt, however, increases both the 
incidence and severity of aortic lesions and the 
level of cholesterol in the blood.’ This finding 
has important implications in therapy employing 
vitamin By. 
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Pathogenesis and Treatment 


of Light Sensitive Dermatoses 


ARTHUR L. SHAPIRO, M.D., CHIcacGo 


PATHOGENESIS 


Hk mechanism producing photodermatitis 

is presumed to be the result of absorption of 
quanta of energy from light by molecules of pho- 
tosensitizing chemicals present in the prickle 
cells of the epidermis. The release of this energy 
results in chemical changes in the prickle cells, 
causing dermatitis. 

Sunburn is the response of the skin to over- 
exposure to ultraviolet waves in the region of the 
3,000 Angstrom unit (A) band. The destructive 
effect of the shorter wave lengths may be due to 
their greater energy quanta and probably also 
hecause protein and nucleic acid absorb light 
strongly in the action spectrum below 3,300 A, 
but not appreciably at longer wavelengths.” 

Variations in sensitivity to sunlight depend to 
a great extent upon the thickness of the stratum 
corneum and epidermis as well as upon pigmen- 
tation. The former is of greater importance: 
these layers thicken in response to exposure to 
sunlight. The keratin flakes diffuse or scatter the 
shorter ultraviolet waves and the keratin protein 
absorbs the light waves. 

In light-skinned individuals, the melanin pig- 
ment lies mainly in the basal layer, so that it 
affords little protection against reactions to sun- 
light that take place in the overlying prickle cell 
layer. After exposure to light, pigment migrates 
into the more superficial layers producing  so- 
called suntan which aids in protecting against 
further damage. Pigment protection is much 
more effective in dark-skinned individuals. 

In addition to the damaging effect (sunburn) 
of overexposure to ultraviolet light below 3,300 
A, various photosensitizing agents may play a 
role in photodermatitis. To act as a photosensi- 
Clinical. Assistant Professor of Dermatology, The 
Chicago Medical School. 

Presented before the Illinois State Medical Society, 
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tizer, an agent must be able to absorb light in 
the action spectrum concerned. Photodynamic 
action refers to sensitization of tissue by a wide 
variety of dyes or natural pigments. These sensi- 
tized tissues contain chemicals that become oxi- 
dized (these reactions do not take place in the 
absence of oxygen) when light is absorbed and 
result in chemical changes that cause dermatitis. 
The photosensitizing agent transfers energy 
from the absorbed light to the reaction without 
itself being changed.® 

Photosensitivity may be produced by applying 
to the skin, coal tars, dyes, the sulfonamides, co- 
logne, perfume, citron oil, and bergamot oil. Par- 
enterally, porphyrins, dyes, barbiturates, sulfon- 
amides, and chlorpromazine may sensitize the 
skin to sunlight.- 

The energy acquired by the tissues in absorb- 
ing light may be dissipated as thermal energy 
or expended by secondary radiations. The result- 
ant wavelengths usually are longer than those 
absorbed. Theoretically, this new secondary ra- 
diation could exert additional effects, perhaps 
involving a sensitizer that would not be expected 
to react with the shorter wavelength.” 

The reactions so far discussed have been called 
phototoxic reactions—nonallergic phenomena 
that can be produced at will in humans and ani- 
mals, provided enough of the drug and proper 
rays are used.* Photo-allergic reactions occur 
more uncommonly. This response appears after 
an incubation period of nine to 10 days. Once a 
person has become photo-allergic, the reaction 
can be regularly reproduced within 24 hours.* 
An antigen-antibody union is necessary to pro- 
duce this reaction.’ Solar urticaria, solar ec- 
zema, and prurigo aestivalis are due to allergic 
mechanisms. 

Evidence points to the theory that the allergen 
in urticaria due to ultraviolet light is a normal 
metabolite of the skin produced by irradiation. 
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The proof is the positive passive transfer test.° 
Epstein also has produced a positive reverse pas- 
sive transfer test.’ In solar urticaria due only to 
visible light, positive transfer tests usually are 
negative. In these cases it is postulated that an 
abnormal sensitizer is present in the skin. 
Fluorescent light may be a cause of light sen- 
sitive dermatitis.S The biologically active radia- 
tion (2.537 A) generated within the tube is ab- 
sorbed by the fluorescent coating and glass wall 
of the tube. The long waves of ultraviolet light 
emitted are in the range of 4,000 to 7,000 A. 


TREATMENT 


Complete avoidance of sunlight, although a 
solution to the problem, obviously is impractical. 
However, a marked reduction in exposure to 
light is necessary. In addition, topical prepara- 
tions may be applied to protect the skin by ab- 
sorbing the light or reflecting it before it reaches 
the skin. 

Opaque powders, such as tale, zine oxide, and 
titanium oxide in shake lotions or ointments, 
offer protection by preventing light rays from 
reaching the light reactive part of the skin. 
Heavy coatings are necessary to obtain such an 
effect. 

An effective sun screening agent is 15 per cent 
para-aminobenzoic acid.? This protects against 
sunburn rays, but not against the longer ultra- 
violet light. Lerner’? recommends for protection 
against the latter 50,000 units of beta carotene 
per gm. of base which has an absorption spec- 
trum between 4,000 and 5,000 A. Protection also 
may be obtained by the use of carbolated vase- 
line.” 

Tolerance to sunlight can be increased by oral 
administration of Pyribenzamine®  (tripelen- 
namine) and gradually increasing exposure to 
sunlight.* However, untreated areas show no 
greater resistance to the sun. Thus, it is appar- 
ently the physical effect of epidermal thickening 
and of increased pigmentation, rather than aller- 
gic desensitization, that accounts for increased 
resistance to the sunburn spectrum. 

Antimalarials clinically increase tolerance of 
the skin to ultraviolet light but their effect can- 
not be entirely explained by their sunscreening 
action. Quinacrine best absorbs light rays of 
2,500—3,000 A and to a lesser extent, rays of 
',000—4,600 A. Chloroquine and hydroxychloro- 
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quine have similar absorption spectra of 3,100-— 
3,900 A. Quinacrine gives visible evidence of its 
deposition in the skin and quantitative measure- 
ments have been made of the deposition of all 
three drugs in the skin and liver.'* A combina- 
tion of all three has been suggested for maximum 
sunscreening effect and minimum toxicity.?*"* 
Cahn claims that the antimalarials suppress the 
abnormal, but not the normal response to ultra- 
violet light in the sunburn spectrum.*® 

Skin tolerance to ultraviolet light also can be 
increased by taking 8-methoxypsoralen orally. 
According to Lerner’® it reduces the erythema 
response of the skin. Fitzpatrick’? believes the 
drug produces protection by augmenting pig- 
mentation. 

Strong recommendation has been made by 
Lamb for the use of hormonal therapy.78 A 
change in the sensitivity of the skin to ultra- 
violet light and even complete cures have been 
produced by the use of chorionic gonadotrophie 


hormone in male patients. In the female, testos- 


terone propionate was found to be effective. 
Estrogens also have been used, but they are ap- 
parently less potent. 

Kfforts should be made to discover and elim- 
inate photosensitizing agents, but in the major- 
ity of cases these substances are not identified. 

In porphyria, steroids and chelation therapy 
with BAL (dimercaprol) and Calcium Disodium 
Versenate®” have been recommended. 
7141S. Jeffery Ave., Chicago 49, Tl. 
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The generalized effects of cancer 


We are accustomed to think of cancer’s act- 
ing as a destructive force as a result of direct 
extension or remote metastases. The effects of 
cancer which prove lethal include such obvious 
noxious states as obstruction, hemorrhage, and 
secondary infection. These are all related to the 
invasive properties of the neoplasm and = are 
largely mechanical. Other effects, such as anemia 
or hemolysis, anorexia, and cachexia are not so 
obvious and have long been a subject for study 
and speculation. The relationship of certain dis- 
ease states, such as arthritis, thrombosis and 
thrombophlebitis, neuritis, acanthosis nigricans, 
scleroderma, and dermatomyositis to malignant 
neoplasia raises important questions concerning 
the chemistry of cancer and the pathogenesis of 
the associated diseases. A considerable body of 
evidence exists which would suggest that cancer 
tissue contains proteins distinct from those pres- 
ent in normal tissue. Moreover, Mann and Welk- 
er have shown that certain substances from 
human tumor tissue are immunologically differ- 
ent from those in normal tissues. The possibility 
of autosensitization to abnormal cancer proteins 
with the production of remote manifestations or 
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peripheral lesions presents itself. In addition, 
other chemical abnormalities are known in con- 
nection with cancer. Certain specific enzyme 
systems show exaggerated reactions in tumor 
tissue. These include phosphatases, beta glucur- 
onidase, and aldolase. Enhanced aerobic and 
anaerobic glycolysis is a uniform finding. Pos- 
sibilities include not only the production of 
qualitatively abnormal products by the neoplasm, 
but also the production of increased amounts of 
compounds normally produced in the body, such 
as the excess production of serotonin by fune- 
tioning carcinoids. Many similar examples could 
be cited with regard to tumors of endocrine 
organs. Much work remains to be done in the 
elucidation of the relationship of chemical ab- 
normalities in cancer to associated disease proc- 
esses. Clinical evidence that there is more than 
a fortuitous association is suggested by the in- 
creased incidence, the prompt response of the 
peripheral process to removal of the tumor in 
some cases, and features characteristic of aller- 
gic states in a number of the situations under 
discussion. Bernard Straus, M.D. and Mark 
Straus, M.D. Peripheral Manifestations of Vis- 
ceral Cancer. New York J. Med. Oct. 1, 1958. 
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CASE REPORTS 





Achalasia of the Esophagus 


with Pulsion Diverticulum 


WituaM J. Pickett, M.D., F.A.C.S.,* anp W. M. Moss, B.S., M.D.,+ Cuic aco 


HIS case of achalasia of the esophagus was 
associated with an extremely large divertic- 
ulum of the esophagus. 

Sweet! describes two types of achalasia of 
which 80 per cent are of the Type I, characterized 
by enormous dilatation of the esophagus with an 
atrophic lower segment; with no pain, spasm, or 
peristaltic activity. The remaining 20 per cent 


are of Type II, characterized by moderate dilata- * 


tion of the esophagus and hypertrophy of the 
circular muscle layer of the lower segment; 
substernal pain and spasm occur. X-ray will re- 
veal active but abnormal peristalsis. 

Tn all cases of achalasia, there is destruction of 
Auerbach’s ganglion cells. Just recently, Deloy- 
ers, Cordier, and Duprez? produced experimental 
achalasia in cats by destroying Auerbach’s plexus 
with a 5 per cent solution of pheniec acid. 

Hawthorne, Frobese, and Nemir*® advocated 
pylorotomy with the Heller procedure to reduce 
the amount of regurgitation of acid into the 
esophagus which often resulted in peptic esoph- 
agitis, 

Wangensteen® recently advocated a more com- 
plete extra mucosal myotomy (Heller) by insert- 
ing a Foley balloon-tipped catheter through the 

*Professor of Surgery, Stritch School of Medicine, 
Loyola University, Chicago. 

tResident in Surgery, Cook County Hospital. 
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stomach and into the esophageal area of stenosis. 
With the balloon distended, a more complete 
myotomy can be accomplished. A routine Hein- 
eke-Mikulicz pylorotomy is performed easily at 
the same time through the abdominal incision. 

This 66 year old white male was admitted to 
Cook County Hospital on 10/24/56. He had 
noticed a slow onset of emesis of undigested food 
shortly after eating, increasing over the past six 
months. At times, the emesis contained food 
eaten two days previously. He gradually became 
worse, until at the time of admission only liquids 
could be taken. He had had no hematemesis, but 
had noticed a black stool the week prior to admis- 
sion. He had lost 25 pounds in the past six 
months and was weak and tired, yet ambulant. 

The social history and family history were 
negative. Past history revealed fractured ribs in 
1930 and pneumonia in 1954, Systemic review 
was negative, except for dizziness two to three 
weeks prior to his admission. 

Physical examination showed a temperature 
of 97, pulse 92, and respirations of 28. Blood 
pressure was 106/82. Height 5’ 6” and weight 
104 pounds. Heart and lungs were negative. The 
abdomen was scaphoid but otherwise negative. 
Genitalia were negative. Rectal—stool benzidine 
one plus. 

The patient was placed on a clear liquid diet 
that later was changed to a soft low residue diet. 
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He was given a vitamin preparation each morn- 
ing. 

Laboratory Reports: Hemoglobin, 10/27/56: 
60%. Urine negative except for one plus al- 
bumin. Chemistries, 10/25/56, NPN 30, total 
protein 7, alkaline phosphatase 2.3, icterus index 
7, cephalin flocculation one plus, thymol turbid- 
ity 1.8 gamma _ globulin 1.14. Chemistries, 
10/29/56, ealeium 11.1 chlorides 107, sodium 
136, potassium 5.1. Serology was negative. The 
electrocardiogram was normal. 

X-rays revealed a density in the left lateral 
mediastinum in the routine chest films. Gram- 
cole X-ray and barium enema were negative. The 
upper gastrointestinal series (Figure 1) was re- 
ported as follows: Barium passed readily into 
the esophagus, filling immediately a large out- 
pouching in the distal esophagus on the left. 
There was a constant area of narrowing in the 
mid-esophagus with moderate dilatation proxi- 
mal to this area. At the cardioesophageal junc- 
tion, the esophagus contour was smooth and 
somewhat narrowed, Only a small amount of 
barium trickled through into the stomach. At one 
hour there was 50 per cent retention of barium 
into the esophagus. At 48 hours, there remained 
a trace of barium in the esophagus; (Figure 1) 
impression: (1) Cardiospasm with secondary 
dilatation of the esophagus, or (2) a large diver- 
ticulum with partial obstruction of the esophagus. 
Esophagoscopy was reported as follows: An es- 
sentially normal esophagus was noted until 36 
to 39 em., at which point fluid and barium filled 
the esophagus. Much time was spent removing 
this debris after which the scope could be passed 
to, but not through, the cardia at 45 em. Impres- 
sion: epiphrenie diverticula on the left or dilated 
esophagus secondary to cardiospasm. 

The patient did well on a high protein, high 
carbohydrate, soft diet with vitamins and iron 
added, and he gained weight slowly. The stools 
became normal in color and benzidine was nega- 
tive. Hemoglobin was raised to 98 per cent with 
proper diet and addition of iron. 

On 11/13/56, the patient was taken to surgery 
and under general anesthesia, in the right lateral 
position, a lateral thoracic incision was made re- 
moving the eight rib. The inferior pulmonary 
ligament on the left was incised and the medi- 
astiral pleura opened. The esophagus and diver- 
ticulum were exposed, dissected out, and mobil- 
ized with tapes placed around the esophagus 
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Figure 1 

above and below the diverticulum. The diverticu- 
lum measured 10 x 6 x 6 em., with a base 7 cm. 
long. It was located about 5 cm. above the dia- 
phragm. The esophagus above the diverticulum 
was dilated, but no other diverticuli were seen. 
The wall of the diverticulum appeared to be a 
herniation of the mucosa through the muscularis 
coat. Few muscle fibers were present over the 
diverticulum. The diverticulum was opened and 
foul, undigested food particles were aspirated. 
The wall of the diverticulum measured 3 mm, in 
thickness and appeared to be only thickened 
mucosa. 

The esophagus was constricted 2 em. above the 
diaphragm, which was the level of the achalasia. 
This constriction was examined by inserting the 
index finger through the diverticulum opening 
and distally into the esophagus. It was found 
that the constriction admitted the index finger 
with great difficulty and it was extremely tight 
around it. With the finger through this con- 
stricted area, the overlying fibrous appearing 
muscle fibers were cut in a transverse direction 
until the esophageal mucosa pouted through, and 
the constriction around the finger released. The 
diverticulum was then excised and the mucosa 
closed longitudinally with interrupted 000 catgut 
and the muscularis closed with interrupted 000 
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Figure 2 


black silk. The mediastinal pleura was left open. 
The ribs were approximated with doubled #1 
catgut, the pleura, intercostal, and chest muscles 
being closed in layers with continuous O catgut. 
Continuous 000 black silk was used on the skin. 
The chest was drained through a #28 French 
Pezzar catheter through the 10th intercostal 
space in the posterior axillary line and this was 
connected to a water-seal. The patient withstood 
surgery well and received one pint of blood. Post- 
operatively, he did well. 

Microscopic section of the diverticulum re- 
vealed intact mucosa with a loss of normal mus- 
cularis that was replaced by fibrous connective 
tissue. The myenteric plexus was not seen in this 
tissue. 

Postoperative barium meal films (Figure 2) 
taken on 12/5/56 were reported as follows: Bar- 
ium was seen to pass through the esophagus and 
enter the stomach without evidence of hesitation 
or delay. Two slight outpouchings are still pres- 
ent, the one below to the left and the other 
above to the right. No area of persistent narrow- 
‘ng was noted in the middle or upper third of the 
esophagus. 
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Figure 3 


The patient was examined 11 months follow- 
ing surgery and at that time had gained 34 
pounds. He had no complaints, was eating all 
tvpes of food, and had not vomited since surgery. 
A repeat barium meal was done on 8/26/57 
(Figure 3). There were some barium flecks along 
the esophageal wall at the site of the diverticu- 
lum, but the barium readily filled the stomach 
and upper intestinal tract. 

SUMMARY 


This 66 year old man entered the hospital 
complaining of loss of weight and vomiting of 
undigested food. He had noticed a black stool 
but had not complained of poststernal pain or 
other discomfort. He was prepared for surgery 
and through a thoracotomy incision at the level 
of the 8th rib on the right side, the esophageal 
wall was freed from the surrounding structures 
and the diverticulum opened. Weakness of the 
wall was associated with extreme cardiospasm 
and narrowing of the cardiac opening of the 
stomach, This resulted in the formation of a 
large pulsion diverticulum of the lower portion 
of the esophagus. The patient is being followed 
up in the outpatient dispensary, and if subse- 
quent dilatation of the cardia is indicated it can 
be done readily. 
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Postcoronary Complication 


Simulating an Acute Abdominal Crisis 


CuHarves Wo. Prister, M.D.,* EuGENE M. Narsete, M.D.,** AND FRANK 


A, Raira, M.D., Cuicaco 


HEN a patient with recent myocardial in- 

farction presents the clinical picture of a 
sudden abdominal catastrophe, a difficult diag- 
nostic and therapeutic problem is presented, Pri- 
mary intra-abdominal pathology, the arterio- 
sclerotic process*, myocardial infarction?" 
and its therapy, particularly anticoagulant”, 
must be considered. Mesenteric thrombosis, overt 
or incipient*:'*, often is a factor, and the acute 
abdomen often is simulated by medical condi- 
tions®’'', especially congestive heart failure’? 
and pulmonary thrombosis'®. Great care and 
judgment must be exercised before exploratory 
laparotomy’. 

When the following case was encountered, it 
reminded us of one seen some years ago in which 
an acute abdominal emergency was simulated by 
rupture of a recently infarcted myocardium. 
Knowledge of both warrant speculation upon the 
mechanism of acute abdominal pain, especially 
since review of the literature reveals no exact 
narallel. 

A 59 year old white man was re-admitted to 
the hospital on March 19, 1958 because of severe 
abdominal pain. His history included a chronic 
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intermittent cough for about 20 years, and a 
“heart attack” 314 years previously. ‘Twenty-five 
days prior to the present admission, he was hos- 
pitalized because of acute myocardial infarction. 
After an uneventful hospital stay, he was dis- 
charged and remained well at home until the 
day before admission, when—after eating a bowl 
of soup—he vomited and experienced severe 
epigastric pain. Pain was relieved somewhat af- 
ter vomiting and lying quietly. He took no med- 
ications, and slept poorly because of pain. The 
following morning his breakfast was interrupted 
by emesis and increased abdominal pain that was 
relieved by an enema. However, by evening, dis- 
tress mounted in intensity and he was hospital- 
ized. He denied melena, chest pain, dyspnea, or 
past history of ulcer. 

Examination revealed an acutely ill man, 
weighing 70 kg., complaining of severe abdomi- 
nal pain. Blood pressure was 124/82, temperature 
97.2 F., pulse 70, respirations 20. Complete phys- 
ical examination revealed no significant abnor- 
malities except exquisite epigastric tenderness 
and bilateral, healed, herniorrhaphy scars that 
were not tender. The abdomen was moderately 
rigid. The lungs were clear and there was no 
evidence of congestive failure. On admission, 
howel sounds were present but later they were 
absent. An hour later there was slight distention 
and board-like rigidity with marked tenderness, 
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particularly in the upper portion of the abdomen. 
Rectal examination revealed no tenderness or 
masses, but moderate prostatic hypertrophy was 
present. The stool was brown and well-formed. 
The impression was that of an acute surgical ab- 
domen, probably due to a perforated peptic ulcer. 
Admission blood count revealed 12,100 whe, 3 
eos, 3 stabs, 76 segs, 10 lymphs, 8 monos, pro- 
thrombin time (Quick), 15.5 seconds or 46.5% 
(patient was discharged with a_ prothrombin 
time of 50% eight days previously, having been 
on Warfarin); sed rate (Wintrobe), 10 mm., 
hemoglobin 15.3 gm., hematocrit, 48%. Uri- 
nalysis revealed specific gravity, 1.012; albumin, 
2 plus; acetone, trace; sugar, negative; and mi- 
croscopic showed normal sediment. Serum amy- 
lase, 87; VDRL, negative; chest X-ray normal ; 
abdominal X-rays showed no free air or abnor- 
mality. Electrocardiogram revealed waning phase 
of recent, large, transmural infarction over the 
anterior wall of the left ventricle with no change 
from the previous electrocardiograms. 
Laparotomy performed a few hours after ad- 
mission under local and field-block anesthesia, 
supplemented with small doses of I.V. Pento- 
thal®, revealed no perforations. The wall of the 
distal portion of the duodenum and jejunum, 
several inches distal to the ligament of Treitz, 
was thickened, cyanotic, but viable. A group of 
dark masses was noted in the mesenteric leaf of 
the jejunum, the largest measuring 3 x 1 em. 
One mass resembling an old thrombus was re- 
moved. Resection was not attempted because of 
the patient’s precarious condition, but the celiac 
and superior mesenteric plexuses were injected 
with procaine before closing the abdomen. Post- 
operative diagnosis was infarction of the third 
and fourth parts of the duodenum and proximal 
several inches of the jejunum due to emboli, and 
localized thrombosis within the mesenteric ves- 


sels, 
COURSE AND TREATMENT 


The patient received supportive therapy, anti- 
coagulants, vasodilators, and analgesics every 
four hours. Electrocardiogram revealed no 
change from that on admission except that the 


TT waves were less deeply inverted. On the sec- 


ond postoperative day, the patient’s abdomen 
was soft but with rebound tenderness and peri- 
staltie sounds. About 5:00 p.m. the patient be- 
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gan to complain of chest pain, became dyspneic, 
cyanotic, and expired that evening. 


ANATOMIC DIAGNOSES 


Acute hemorrhagic lymphadenitis and throm- 
bosis of the arcuate arteries, and recent, acute, 
myocardial infarction superimposed on an old 
myocardial infarction. 

COMMENT 


The exact cause of acute abdominal pain and 
physical findings suggesting peritonitis was not 
disclosed by surgery or necropsy, no. is such a 
situation unusual’®:'*, Minute thromboses in the 
terminal vessels or arcuate arteries may have 
been the cause®. Acute abdominal pain has been 
described in severe aortic insufficiency, but is 
extremely rare and of obscure origin. We have 
seen this tvpe pain and it resembles the picture 
of acute peritonitis, but lack of progression 
makes mistaken surgical intervention unlikely. 
The peritoneal signs accompanying rupture of 
the heart are confusing, and because of concomi- 
tant shock could occasion an ill-advised lapa- 
rotomy. In the circumstances, decreased cardiac 
output or failure may well cause physiologic in- 
farction of the bowel. 

We do not believe that the mesenteric hemor- 
rhagie adenitis discovered in our case was an 
adequate cause for the diffuse signs and, ob- 
viously, massive mesenteric infarction did not 
occur. The patient died of coronary heart dis- 
ease with acute re-infarction of the myocardium 
due to coronary thrombosis. This was a preter- 
minal event and, therefore, not related directly to 
abdominal pain or to surgery. The cause of acute 
abdominal pain resembling peritonitis remains 
unexplained but, in some way, may be related 
to the underlying myocardial pathology despite 
the absence of congestive failure or reduced car- 
diac output. A patient in the postinfarction pe- 
riod presenting such a clinical picture, should be 
very carefully evaluated, and if signs persist or 
progress, surgical intervention is mandatory. 


SUMMARY 


An episode of acute abdominal pain with clin- 
ical peritonitis is presented. No significant, 
gross intra-abdominal cause was found hence, a 
direct cardiac cause is postlulated, despite the 
fact that minute thromboses of small mesenteric 
vessels without infarction could have been the 
cause. Patients with signs of acute peritonitis in 
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the postcoronary period, should be very care- 
fully evaluated but not denied surgery, lest a 
separate and curable intra-abdominal cause of 
peritonitis be present. 
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Behavior relation to mental 
defects in children 


It seldom is possible to predict accurately 
mental abnormality in a young child on the basis 
of specific behavior disorders. Simple retarda- 
tion of development is commoner than disturbed 
behavior. In regard to mental deficiency it is 
possible to recognize only severe mental defect 
at an early stage. Often an adverse social back- 
ground, not mental defect as such, is the prob- 
lem. Decisions regarding mental defect often are 
best postponed. The predictive value of tests 
under the age of 5 years is very low. A detailed 
history and physical examination are essential 
to assessment. Only eight per cent of 233 im- 
beciles and idiots drew their parents’ attention 
by disturbed behavior. The others were simply 
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retarded. Disturbed behavior of identical pattern 
may be found in idiots, in psychotic children. 
and, transiently, in normal children. The dis- 
tinction must be based on the general picture, 
not on individual symptoms. Defectives are re- 
sponsive to the environment and may develop a 


psychotic overlay in unfavorable circumstances. 
Even in severe defect, early accomplishments are 


sometimes normal for the age. Early assessment 
and attention are important, especially where 
there are conditions that can be treated or com- 
plications such as deafness, but expediency 
should not be allowed to precipitate a rash de- 
cision that will prejudice the future of the child. 


Brian H. Kirman, M.D. Early Disturbance of 


Behavior in Relation to Mental Defect. Brit. 
M.J. Nov. 15, 1958. 
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HERBERT M. Sommers, M.D., CuHiIcaco 


he patient was a 55 year old, white, male, 

factory worker who entered the hospital com- 
plaining of weight loss, abdominal pain, anorexia, 
and nausea of several weeks’ duration. He ap- 
parently had been well until one year before 
admission when he first noted vague, ill defined 
pain in the back. Nine months later he noted 
the onset of weakness that became progressively 
worse. Two months later an intravenous pyelo- 
gram was performed which, although outlining 
the kidneys, failed to visualize the renal pelves 
or ureters. Three or four days before admission 
he became anorexic and nauseated. There had 
been a 30 pound weight loss in the preceding two 
months, 

Past history revealed that at age 13 the pa- 
tient was treated for a congenital hypospadius 
and associated urethral stricture. There had been 
no further difficulty with the urinary tract fol- 
lowing this incident. 

Physical examination revealed the blood pres- 
sure to be 138/58 mm. of Hg.; pulse, 96; respira- 
tions, 20; temperature 98.6 F. The patient was 
-o-operative, pale, lethargic, and showed evidence 
of recent weight loss. The optic fundi did not 
appear unusual. The lungs were normal. There 
was a normal sinus cardiac rhythm. A grade 
Chicago Wesley Memorial 


Assistant Pathologist, 


lospital, 


wr January, 1959 





a 


Multiple Myeloma 




















III harsh systolic murmur was heard best at 
the apex, and a grade IJ aortie systolic murmur 
radiated to the neck. The liver was palpated 3 
cm. below the costal margin in the midclavicular 
line. No other organs or masses were felt. There 
was moderate costovertebral tenderness bilater- 
ally. The external genitalia revealed a hvpospad- 
ius with a stenotic urethral orifice admitting 
only ureteral catheters. The deep tendon reflexes. 
were equal and active. The superficial abdominal 
reflexes were absent. 

Urinalysis on admission revealed the specific 
gravity to be 1.010; the pH, -7.5; 700 mg. of 
albumin; many red blood cells and an occasional 
white blood cell per high power field. The hemo- 
gram revealed 5.1 gm. of hemoglobin with a 
16% hematocrit ; 5,500 white blood cells per cu. 
mm. having a normal differential. The fasting 
blood sugar and alkaline phosphatase determina- 
tions were normal. The nonprotein nitrogen was 
127 mg.% ; creatinine, 15.2 mg.% ; and uric acid, 
12.3 mg.%. The total serum proteins were 6.0 
gm. with 4.8 gm. of albumin. Serum electrolytes 
taken the day after admission were (in meq. per 
liter) : Sodium - 140; potassium - 6.7; chlorides 
-97; carbon dioxide combining power - 22: phos- 
phorus -6; caleium-6. The serum cholesterol 
was 106 mg.% with 71.6% esters. A urine cul- 
ture revealed FE. coli communis that was mod- 
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erately sensitive to most antibiotics. X-rays of 
the chest revealed a 25 per cent cardiac enlarge- 
ment. X-rays of the skull revealed “spotty decal- 
cification of the skull, which is considered insuf- 
ficient to make a diagnosis of myeloma.” X-rays 
of thoracic and lumbar vertebrae revealed slight, 
diffuse decalcification without focal destructive 
lesions. A bone marrow aspiration revealed 
myeloid hyperplasia with a myeloid-erythroid 
ratio of 56:1, and 14.5% plasma cells. A tissue 
block of the same specimen was diagnosed “Por- 
tions of blood clot showing plasmacytosis.” A 
congo red test showed 50.8% of the dye remain- 
ing in the serum after one hour. 

On the third hospital day a meatotomy was 
performed for the purpose of placing an indwell- 
ing catheter in the bladder and accurately meas- 
uring urinary output. The urine continued to be 
of low specific gravity and contained large quan- 
tities of protein. The urinary output per 24 
hours ranged between 450 and 900 cc. for the 
remainder of the patient’s hospitalization. Tests 
for Bence-Jones protein were negative. Because 
urinalyses had revealed large quantities of pro- 
tein, paper electrophoresis on urine was done 
and revealed 92.6% of the total protein to have 
a mobility in the gamma globulin range. Paper 
electrophoresis on serum was considered to be 
within normal limits. A total of five blood 
transfusions were given for the anemia with 
moderately good results. On the 13th hospital 
day the 24 hour urine calcium excretion was 
37.2 mEq. per liter. On the 18th hospital day, 
the nonprotein nitrogen had risen to 142 mg.% 
and ihe potassium was 6.7 mEq. per liter. Ac- 
idosis increased with the serum phosphorus ris- 
ing to 6.7 and the calcium to 6.3 mEq. per 
liter. On the 20th hospital day, the blood pres- 
sure was 158/52 mm. of Hg. and the pulse 
102 per minute. Epistaxis and hematemesis were 
noted with bloody drainage from a nasogastric 
tube inserted for the relief of persistent nausea 
and vomiting. Pulmonary edema and a pericar- 
dial friction rub developed on the 24th hospital 
day. The following day the nonprotein nitrogen 
was 330 mg.%:; creatinine, 54 mg.%; hem- 
atocrit, 22% ; and the hemoglobin 6.9 gm. per 
100 mi. Urine specific gravity was 1.015 with 
4+ proteinuria. The temperature remained nor- 
mal while the pulse varied from 120 to 140. The 
patient died in pulmonary edema on the 26th 


hospital day. 
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CLINICAL DISCUSSION 


MAURICE GORE, M.D.*: This case presents 
the problem of weight loss, abdominal pain, 
anorexia, nausea, renal insufficiency without 
hypertension, azotemia, moderate diffuse de- 
calcification of all bones without specific lesions 
and bone marrow findings of plasmocytosis. 
This clinical picture best fits the diagnosis of 
multiple myeloma. Let us discuss further the 
diagnosis and differential diagnosis of multiple 
myeloma. 

The patient was a 55 year old, white male 
who had been ill approximately 14-15 months. 
Multiple myeloma usually occurs in the fifth 
decade of life and the incidence in males is 
approximately twice that of females. The sur- 
vival period averages 20 months from the time 
of onset of symptoms but may be shorter. Snap- 
per? has reported one case who lived for over 8 
years’. The initial symptom of bone pain is 
common and frequently is the reason the patient 
seeks medical attention. Backache is the most 
common type of bone pain. Weakness, anorexia, 
and weight loss also are frequent signs and 
symptoms. All of these features fit this case. 
Anemia, a common finding, was present, as 
shown by the admission hematocrit of 16% and 
5.18 gm. of hemoglobin. Published reports indi- 
cate an average red cell count of 2-4 million and 
a decrease in the hemoglobin to 6-10 gm. per 
100 ml. Leucopenia occurs in approximately 40 
per cent of the cases but the white blood count 
may be normal or increased. Snapper? reported 
that approximately 20 per cent of cases may 
have plasma cells in the peripheral blood, The 
differential count of the peripheral blood smear 
in this case did not reveal any plasma cells. 

Hyperglobulinemia with an increased serum 
protein is seen in about 60 per cent of cases of 
myeloma although there may be no alteration in 
the A/G ratio. Usually the electrophoretic studies 
of serum show the rise in the gamma globulin 
range, but peaks also can occur in the beta and 
alpha globulin range. Frequently an abnormal 
fraction (M protein) migrating between the 
beta and gamma globulins is present?. In the 
present case, the A/G ratio showed an actual 
decline in the globulin portion. 

* Member of the Associate Attending Staff of Chi- 
cago Wesley Memorial Hospital and Associate in 
Medicine, Northwestern University Medical School. 
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Paramyloidosis is found in approximately 10 
per cent of cases of multiple myeloma and fre- 
quently is associated with a normal globulin con- 
tent of the serum. Deposits of paramyloid usually 
are found in the mesodermal tissues of the 
heart, blood vessels, and gastrointestinal tract 
in contrast to the deposition of amyloid material 
in the parenchymatous organs as seen in sec- 
ondary amyloidosis. Secondary amyloidosis takes 
up congo red much better than paramyloid. In 
the case we are discussing, the congo red reten- 
tion was inconclusive, as at least 60 per cent 
has to be retained to be diagnostic. 

Another prominent clinical finding of multiple 
myeloma seen in this patient is renal insufficiency 
and proteinuria without hypertension. Azotemia 
was marked, as evidenced by a near terminal 
NPN of 330 mg.%. Clinical signs of renal 
insufficiency in patients with multiple myeloma 
frequently are correlated morphologically by the 
presence of large amounts of protein deposits 
in the renal tubules. At this time perhaps we 
should review the X-rays. Dr. Cannon, would 
you please show us the patient’s films ? 


DR. ABRAM CANNON*: The chest film 


reveals a cardiac enlargement of approximately 
20-25 per cent, but is not otherwise remarkable. 


Skull films show some spotty decalcification of 
the bones of the calvarial vault. However, these 
changes are not sufficiently marked to be un- 
equivocally myeloma. Films of the thoracic and 
lumbar vertebrae show no focal bony destructive 
lesions, although some decalcification is noted in 
all the bones visualized. The changes seen are not 
sufficient to make a diagnosis of myeloma. 


DR. GORE: The bone changes in this case 
were not typical of myeloma, nor could they be 
considered to be those of metastatic carcinoma. 
The normal alkaline phosphatase speaks against 
any neoplastic bone changes or hyperparathy- 
roidism, which one must consider in the differ- 
ential diagnosis. However, decalcification may 
be the only bone change noted in myeloma. The 
patient’s serum calcium levels are interesting, 
in that he showed rather high values throughout 
his hospitalization. This finding may be present 
in 50 per cent of cases of myeloma, and when 
present probably is secondary to reabsorption of 
bone due to the extention of the myeloma. Serum 


* Chairman of Dept. of Radiology Chicago Wesley 
Vemorial Hospital. 
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phosphorous may be normal or increased; when 
increased, it commonly is associated with renal 
insufficiency. Metastatic calcification may then 
result and occasionally nephrocalcinosis may 
occur. 

Other conditions to consider in the differen- 
tial diagnosis are: 1) Senile osteoporosis, which 
is not accompanied by alteration of the serum 
proteins, shows no Bence-Jones protein in the 
urine, and exhibits normal blood chemistries. 
The renal changes and proteinuria in this case 
favor the diagnosis of multiple myeloma. 2) 
Chronie glomerulonephritis is another important 
clinical entity causing severe uremia and pro- 
teinuria. The absence of hypertension and typical 
microscopic urinary findings do not favor this 
diagnosis. The history of a urethral stricture 
and hypospadius suggest the possibility of long 
standing urinary obstruction with ascending 
pyelonephritis. However, the changes in the bore 
marrow and urine electrophoretic pattern would 
place more emphasis on multiple myeloma. 3) 
Also to be considered in the differential diag- 
nosis are diseases associated with plasmacytosis 
of the bone marrow. Lupus erythematosus bears 
no apparent relationship to this case. There is 
no reason to believe that Boeck’s sarcoid has to 
be given serious consideration. Cirrhosis of the 
liver, kala azar, and lymphopathia venerea can 
be dismissed readily. 

The final diagnosis is multiple myeloma. Para- 
myloidosis must be considered seriously because 
of the normal serum proteins. 


DR. WILLIAM HARTZ: What is the rela- 
tionship between amyloid and paramyloid ? 


DR. WILLIAM B. WARTMAN?*: In pri- 
mary amyloidosis, deposits of amyloid substance 
occur in the mesenchymal organs - heart, tongue, 
medial coat of blood vessels, and the smooth 
muscle of the gastrointestinal tract; secondary 
amyloidosis characteristically involves parenchy- 
matous organs, such as the liver, spleen, adrenals, 
and kidneys. Paramyloid is found in the same 
distribution as primary amyloidosis and exhibits 
a variable staining reaction as does primary 
amyloidosis. This is in contrast with the rather 
uniform predictable staining pattern seen in 
secondary amyloidosis with congo red and crystal 


*Professor and Chairman of Dept. of Patholopy, 
Northwestern University Medical School. Consultant in 
Pathology, Chicago Wesley Memorial Hospital. 
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Figure 1 a. Low power photomicrograph of ver- 
tebral bone marrow showing diffuse revlacement of 
normal hematopoietic cells. 


violet stains. Paramyloidosis seems to be a term 
reserved for the amyloid seen in association with 
multiple myeloma, but in itself, has no distine- 
tive characteristics. 

DR. FREDERICK LESTINA: What percent- 
age of cases of multiple myeloma in this hospital 
has shown a positive tests for Bence-Jones pro- 
teinuria ? 

DR. EDWARD FITZSIMONS: Approximate- 
ly 10-20 per cent. 

DR. LESTINA: How many urine specimens 
were examined for Bence-Jones protein ? 

DR. WARTMAN: One is recorded on the 
chart, but I understand Dr. Norman performed 
at least one other in the house staff laboratory. 

DR. LESTINA: Schwartz* has reported that 
when urine is examined a single time for the 
presence of Bence-Jones protein in patients with 
multiple myeloma that only 20 per cent are 
found to be positive. This figure rises to about 
60 per cent when multiple examinations are done. 

DR. RAYMOND LANGENBACH: What is 
the significance of protein found in the urine 
by electrophoresis ? 

Dk. FITZSIMONS: This protein had the 
usual characteristics of a “myeloma” protein 
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Figure 1 b. High power photomicrograph of (a) 
showing typical plasma cells. 


that is, a narrow, tall peak in the gamma globulin 


range. , 
DR. LANGENBACH: Then how would you 
explain the normal serum electrophoretic pattern 
in view of the abnormal pattern in the urine? 
DR. FITZSIMONS: In a small percentage of 
cases, the abnormal protein appears only in the 
urine, 
DR. GORE’S DIAGNOSES 
Multiple myeloma. 
Paramyloidosis secondary to myeloma. 
ANATOMIC DIAGNOSES 
Multiple myeloma of bone marrow of 
vertebrae and sternum, with plasma cell 
infiltration of liver and kidneys. 
Uremia - postmortem NPN, 435 mg. per 
100 ml. 
Acute cholecystitis. 
Resolving acute bronchopneumonia, all 
lobes of right and left lungs. 
Focal metastatic calcification of lungs, 
stomach, and gall bladder. 

DR. WARTMAN: Dr. Gore is to be congratu- 
lated for an accurate and pertinent discussion. 
At autopsy the bone marrow was diffusely infil- 
trated with numerous plasma cells (Figure 1). 
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Figure 2. Giant cell in renal tubule surrounding 


protein. 


The kidneys were enlarged and weighed 200 gm. 
apiece. Rather large focal infiltrates of plasma 
cells were seen in the cortex, and large amounts 
of protein were present in the renal tubules, 
many of which contained multinucleated giant 
cells surrounding precipitated protein (Figure 
2). The liver showed focal areas of periportal 
infiltration by plasma cells. No evidence of amy- 
loidosis or paramyloidosis could be found. The 
gall bladder revealed changes of acute inflamma- 
tion, undoubtedly one of the precipitating fac- 
tors in the terminal event. Of particular interest 
was the presence of large areas of metastatic 
calcification in the lungs, particularly around 
the medium sized vessels, but also extending out 
along the alveolar capillaries (Figure 3.) Small 
foei of calcification also were identified in the 
wall of the gall bladder, heart, and stomach. Dr. 
Sommers, would you care to comment in this 
finding ? 

DR. SOMMERS: This case has been reported 
previously from the standpoint of metastatic 
caleification.* In this instance it was postulated 
that a combination of renal failure, with result- 
ant phosphorus retention, associated with the 
myeloma in the bone marrow, causing increased 
calcium mobilization, resulted in increased dif- 
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Figure 3. Calcification of vessels and septae in lung. 


fusable, ionized calcium and phosphorus levels 
in the body fluids. Because of renal failure, with 
resulting metabolic acidosis, any sudden shift 
from the acid toward the alkaline pH, as in the 
lungs or stomach with the excretion of CO, or 
secretion of HC1, would favor the deposition of 
insoluble Ca;(PO,). in the tissues at the point 
where this pH change might appear. In_ the 
present case, these factors resulted in’ rather 
widespread calcification in the small and me- 
dium sized vessels of alveolar septae and inter- 
stitial tissues of the lungs. Similar mechanisms 
probably are responsible for the focal calcifica- 
tion noted in the gastric mucosa, while the acute 
inflammation with resultant alkaline pH shift 
would explain the areas of calcification in the 
gall bladder. 

DR. GEORGE CLABAUGH: Were there any 
glomerular lesions in the kidneys? 

DR. WARTMAN: No. Recent work by histo- 
chemical techniques® suggests that there may be 
a slight derangement of the basement membrane 
of the glomerulus in multiple myeloma. Con- 
firmation of these observations will have to await 
the more detailed study now available by electron 


microscopy. 





DR. CLABAUGH: How can the marked pro- 
teinuria be explained, particularly the rather 
large amounts of protein in the gamma globulin 
range having large molecular weights, without 
significant albumin loss ? 

DR. FITZSIMONS: Although the protein 
found in the urine had a mobility similar to 
that of serum gamma globulin, this does not 
infer that the two have a similar molecular 
weight. Mobility in electrophoresis is determined 
by two factors: size of and charge on the protein 
particle. If the protein in the urine had a molec- 
ular weight less than albumin, but a minimal 
charge, it could have had a mobility similar 
to gamma globulin, although the molecular 


Thrombotic thrombocytopenic 
purpura 


Allergic reactions are well known causes of 
thrombocytopenia. Drugs frequently are the al- 
lergens, and there are now methods for detecting 
the presence of antibody in the serum of some 
patients by adding drug and serum to platelet 
suspensions. In the thrombotic type it was sup- 
posed that the platelets clumped to form platelet 
thrombi in the capillaries, and in this way the 
platelets were filtered out of the circulation un- 
til the circulating platelets were too few to allow 
for blood clotting. In many cases, the numbers 


of such thrombi were too few to explain the low 
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weights would have varied widely. Another alter- 
native is the possibility that the protein found 
in the urine is not filtered through the glomeru- 
lus but is formed in the renal tubules and then 
excreted. 
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platelet counts; it is probable that the lysis of 
platelets occurs here just as it does in the usual 
thrombocytopenic purpura. Furthermore, the 
lesions in the capillaries do not always look like 
clumps of platelets. 

High power examination of the thrombotic 
lesions often shows the hyalin-necrotic mass to 
be covered by endothelium, as though the es- 
sential lesions were beneath the endothelium and 
pushed the latter forward to occlude the lumen. 
Orbison recently has reconstructed the lesions 
and showed them to be small aneurysms. The 
name of the disease is, therefore, a misnomer. 
Milton G. Bohrod, M.D. Pathology of Aliergic 
and Collagen Disease. New York J. Med. Oct. 
1, 1958. 
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Thyroid Disease: Surgical or Medical? 


Moderator: 


Department of Surgery, 
Cook County Hospital 


RosBert J. FREEARK, M.D. Director, Surgical Education, 


Cook County Hospital 
Discussants: 


LinDON SEED, M.D. Clinical Associate Professor of Surgery, 
University of Illinois, and Director Isotope Laboratory, 


Augustana Hospital 


LEo ZIMMERMAN, M.D. Chairman, Department of Surgery, 
Chicago Medical School, and Attending Surgeon, 


Cook County Hospital 


SHELDON WALDSsTEIN, M.D. Department of Medicine, 


Cook County Hospital 


DR. ROBERT FREEARK: 'The problem to 
he discussed today is thyroid disease: Is it a 
medical or surgical condition? Perhaps we should 
even include the question, it is a condition best 
treated by radioactive isotopes? No subject has 
undergone a greater change with the introduc- 
tion of isotope techniques than thyroid disease. 
We have with us today two men whose vast 
experience in the surgical and isotopic treat- 
ment of thyroid disease is certain to increase 
greatly our understanding of these disorders. 
Dr. Seed was one of the first in the surgical field 
to enter into the aspects of radioactive isotopes 
and their relationship to thyroid disease. He 
formerly was an attending man at the Cook 
County Hospital where his technique for thyroid- 
ectomy under local anesthesia is still spoken of 
with great admiration. He is now clinical asso- 
ciate professor of surgery at the University of 
Illinois College of Medicine, and director of 
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the Isotope Laboratory at Augustana Hospital. 
Our other participant in the discussion is Dr. 
Leo Zimmerman, chairman of the department 
of surgery of the Chicago Medical School and 
attending surgeon of Cook County Hospital. His 
interest and experience in thyroid disease are 
extensive. 
CASE 1. ACUTE, TOXIC, 
DIFFUSE THYROID DISEASE 
DR. PAUL NORA: This 39 year old Negro 
male was admitted to the medical service of 
Cook County Hospital on May 21, 1958. He 
was in a toxic and excited state. He had had a 
history of 15 pound weight loss, fatigue, palpita- 
tion, and tremors of three months’ duration. He 
claimed that his eyes “popped out” and com- 
plained of swelling of the legs and shortness of 
breath on exertion. 
Physical examination disclosed a pulse of 132, 
blood pressure 136/76, respirations 24, and oral 
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temperature of 102.6° F. There was obvious 
exophthalmos, and a diffusely enlarged thyroid 
gland with audible bruit. Neck veins were dis- 
tended. A gallop cardiac rhythm was present 
but there was no evidence of systemic or local 
infection. 

The patient was considered to be in thyroid 
storm and appropriate therapy was instituted. 
By May 27th his pulse was 80, blood pressure 
150/70, temperature 98.6° F., and he was asymp- 
tomatic. The basal metabolic rate at this time 
was +24, and some of his significant laboratory 
findings are listed below: 


Date NPN Glucose Ca P Na K Cl BMR WBC 
5-22-58 36 120 ~ 145 3.3 104 3,950 
5-29-58 26 3.5 +24 6,050 
11.3 47 








6-10-58 
6-11-58 
6-17-58 11:3 36 
6-18-58 
6-25-58 


7-3-58 10.5 4.9 


The patient was further prepared and oper- 
ated upon one month later. However, before 
this decision was reached, his case caused much 
discussion. The question was whether he should 
have radioactive iodine or surgery. One thing 
I should mention. He was on Serpasil® and was 
scheduled for surgery on June 21st. These pa- 
tients have to be off Serpasil for at least seven 
days, according to the latest information, so 
we postponed him for a week. Then subtotal 
thyroidectomy was performed, 

(Slides or photographs of patient shown here) 
The photographs were taken four days preoper- 
atively. Exopthalmos and diffuse enlargement 
of the thyroid are obvious. 

(Patient shown here) DR. FREEARK: This 
man is still emotionally labile and does not like 
crowds, but IT want to point out that he weighed 
140 pounds before surgery and now weighs 169. 
He is working on week-ends only. He has no 
specific complaints. The edema is much reduced 
but some myxedema of both pretibial areas per- 
sists. The patient feels that this edema is less 
marked than before surgery, and he tells me that 
his appetite is much better. 

DR. SHELDON WALDSTEIN: (Dept. of 
Medicine) This patient presented an extremely 
severe thyrotoxicosis, The question is raised, 
What constitutes thyroid storm? This is a matter 
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of opinion in large part, but over the last few 
years we have come to feel that an important 
criterion is elevation of body temperature. I 
don’t think it is necessary to have an elevation 
to 106° F., which is a classical criterion in some 
of the textbooks. But fever per se is a rather 
unusual finding in thyrotoxicosis. When a pa- 
tient presents fever with thyrotoxicosis and there 
are no ready explanations such as a_ bacterial 
complication, and if you think fever is related 
to the thyrotoxicosis, then this is a major crite- 
rion for anticipating the occurrence of storm. 
There can be severe tachycardia without storm, 
hut when the pulse rate is over 130, be alert 
to the possibility of storm or borderline storm. 

This patent showed considerable mental con- 
fusion. In our severe thyrotoxicosis patients we 
look upon confusion as a very serious complica- 
tion. Because he had severe exophthalmos and 
pretibial edema we were alerted to the possibility 
of a severe thyrotoxicosis. In our experience, 
pretibial myxedema before definitive therapy or 
before control is a much more difficult thy- 
rotoxcosis to bring under control. We felt that 
this was an overt storm and that his condition 
would deteriorate rapidly without prompt 
therapy. We instituted, therefore, the classical 
procedures: intravenous fluids, including sodium 
iodide, sedation, propylthiouracil, and then 
the two agents that have changed the entire 
picture of thyroid storm hydrocortisone and 
Serpasil. Hydrocortisone has made a major con- 
tribution to the survival of patients in thyroid 
storm. It was administered to this patient intra- 
venously initially, followed by cortisone intra- 
muscularly but not by mouth. Serpasil has an 
interesting effect in severe thyrotoxicosis or 
storm; it controls the pulse readily. This patient 
received 2.5 mg. of reserpine intramuscularly 
every 6 hours for a few days. This resulted in 
prompt fall in the severe tachycardia and im- 
proved the cardiac function in general. Intra- 
muscular administration is an important adjunct 
to treatment of this condition because it allows 
observation of the effect on the eye findings. 
Lid retraction and lid lag often are ameliorated 
by reserpine. The patient was given the medica- 
tion and responded dramatically. In a matter 
of 36 hours his condition was far less desperate. 
Temperature then returned to normal and he 
went on to make steady improvement. 

DR. FREEARK: Will you describe for us 
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what you mean by pretibial myxedema and how 
is this distinguished from other forms of edema 
of the lower extremities ? 

DR. WALDSTEIN: In pretibial myxedema, 
one sees over the lower one third of the tibia, 
patches of skin with a brownish appearance 
or of a purplish hue in the negro. The edges 
are raised and somewhat stippled; there is 
induration but no pitting. Sometimes the con- 
dition is painful. As this progresses the border 
extends and enlarges unless the situation is 
brought under control, which is difficult. We 
have seen it begin as a small, indurated patch, 
spreading to involve the entire limb. In this 
patient, myxedema involved the middle one third 
of the leg down to the ankle region; it covered 
the entire anterior area and extended well poste- 
riorly. The margins were raised and the surface 
discolored. 

DR. LINDON SEED: In the days before 
Lugol’s solution we saw many crises or storms, 
as they are now called, and this is what occurred : 
We would operate upon a patient in the after- 
noon and J, as a resident, would make rounds 
in the evening about 7 p.m. and the patient’s 
condition would be satisfactory. About 11 p.m. 
the nurse would call me to report that the pa- 
tient had gone bad. I would find him irrational 
and with a pulse so fast that it could not be 
counted, a temperature of 105° F., and an hour 
later he would be dead. We called this a “crisis.” 
That is what I assume is still a crisis, but we 
never see them any more. They disappeared the 
day Lugol’s solution was introduced, and this 
was during my second year of residency, in 
1923. The crises disappeared and the mortality 
rate dropped from 8 to 2 per cent, and I am 
sure that none of you under the age of 60 years 
have seen many crises or storms. Lahey intro- 
duced the term “storm” in place of “crisis”. 

This patient had an exophthalmic goiter and 
was treated with iodine, cortisone, and Serpasil. 
[ have one patient who goes into profound 
myxedema on Serpasil and I have to give her 
thyroid and take her off Serpasil to correct it. 

[ am interested to hear about your treatment 
of crisis. Heretofore, I have relied entirely on 
iodine. Here is an exophthalmic goiter of good 
size. The patient is 39 years of age, and anti- 
thyroid medication is not good treatment for 
him. If for no other reason than the pop-eyes, 
vou should not waste time on medicines. If the 
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thyroid is small exopthalmos absent, and the pa- 
tient is not disabled, you can try out medical 
therapy; otherwise surgery or radioactive iodine 
is indicated. 

There is one objection to radioactive iodine 
and that is the fear of carcinoma in the distant 
future. This is a hypothetical objection, but some 
time in the future this patient might develop 
cancer. If cancer occurs, how big will it be and 
of what kind will it be? Will it be curable or 
not? That is not only a hypothetical objection, 
but it is a hypothetical interpretation of un- 
known tumors. This man has not developed a 
tumor so far, but if Dr. Freeark finds a tumor of 
the thyroid following radioactive isotope therapy, 
he will be quoted in the surgical literature for 
age and ages thereafter, and it will be known as 
Freeark’s tumor and from this point on every 
word he says will be tinged with omniscience. 

The argument about radiation producing 
tumors in children is sound. That evidence can- 
not be tossed aside lightly. There is some evi- 
dence to indicate that if you radiate a baby’s 
neck you will get cancer of thyroid so you cannot 
dismiss this possibility entirely, and the hypo- 
thetical possibility of carcinogenesis becomes a 
definite objection. Surgeons advocate operations 
as safer procedures but they do not point out 
that the patient who is operated upon may die; 
they do not talk about the surgical complications 
and other troubles. The patient wants an opera- 
tion; he thinks that will rid him of the trouble, 
but that is not true. My office is loaded with 
people who were operated upon years ago (many 
by me) and the thyroid has come back. It is, 
after all, an imperfect operation; it is a good 
operation but not a perfect one. It has a defi- 
nite death rate and definite postoperative com- 
plications, and these have to be weighed against 
the results with radioactive iodine. You have to 
balance up who is going to do the operation, 
what ward the patient will be on, who is the 
resident, and how large is the gland. The bigger 
the thyroid the better it is to operate upon be- 
cause the large ones do not respond too well to 
radioactive iodine. These are difficult operations. 
Most of you boys practice up on nontoxic nodu- 
lar goiters, but these big glands are difficult. 
Most patients over the age of 40, those with 
postoperative recurrence at any age, and those 
with symptoms but very little goiter are best 
treated with radioiodine. 





This man had exophthalmos, The eye findings 
in exophthalmie goiter are three in number 
and may be present alone but usually are asso- 
ciated with each other: puffiness of the lids, 
staring, and protrusion even to the point of 
paralysis. The patient may have no exophthalmos 
preoperatively and develop it postoperatively. 
It may effect one eye only. Usually after thy- 
roidectomy the eyes improve although the actual 
protrusion usually persists. If it imereases in 
severity, if vision or function is impaired, the 
new operation of temporal decompression is fair- 
ly satisfactory. It is relatively easy, and if 
this patient develops diplopia it would not be a 
bad idea to have it carried out on him. 

Now for a discussion of this particular case. 
If you ask my opinion as to the choice of sur- 
gery or radioactive iodine, in this case I would 
say operate. If he had had no goiter in his neck 
I would have said to give the iodine because, 
so long as he does not have much to remove, 
why not try radioactive iodine? This patient 
had a big tumor, diffuse in nature, and he was 
prepared well. I do not see pretibial myxedema 
very often; usually it is seen postoperatively 
rather than preoperatively. These cases present 
thick plaques under the skin which may last for 
six months or longer and then go away. Do you 
see them frequently ? 

DR. WALDSTEIN : Not frequently percent- 
agewise but in a large volume of material we 
have seen quite a few and we have seen some 
that do not go away. We had two patients in 
whom the condition progressed to papilloma- 
tous changes. 

DR. SEED: I do not see that often. 

DR. LEO M. ZIMMERMAN: TI have never 
had one. 

QUESTION: What is your experience in 
diminution in size of the goiter after radioactive 
iodine therapy? 

DR. SEED: With exophthalmic goiter it dis- 


appears entirely. We are dealing here with a 
toxic, diffuse gland and not toxic nodular goiter. 
You distinguish sharply between those two. I 
would not treat toxic nodular goiters with radio- 
active iodine unless I was forced into it and 


where it is the better course of action. You 
might do it if the patient is 80 years of age with 
a bad heart. If you can knock it out with iodine 
you would be a fool to operate, but a toxic 


32 


nodular goiter I would not ordinarily treat with 
radioactive iodine. 

QUESTION: How much will a truly diffuse 
gland shrink in size? 

DR. SEED: It shrinks away entirely; it just 
disappears. If you give radioactive iodine to cure 
a goiter you have no palpable goiter left; in 
fact, you may have no thyroid left. That is the 
principal disadvantage because you may overdo 
it. It is a difficult drug to use if you want to 
have a normal thyroid. 

T should not really say that you can cure 100 
per cent of the cases with radioactive iodine. 
There are some patients with exophthalmic 
goiter who do not have uptake. I had a patient 
from Dr. Van Hazel who had only one lung; 
they had put in lipiodol to make a roentgeno- 
graphic study of the chest and he had no uptake 
of iodine. Another patient had had lipiodol put 
in the pelvis in an infertility study, and she 
had no uptake, but by and large if there is up- 
take the goiter will disappear. And nobody will 
have his throat cut if he can drink a glass of 
water and lose his thyroid. It is true that a child 
or younger person might live long enough to 
develop a tumor, but they will have to appear 
pretty soon to equal the mortality rate from 
the operation. — 

DR. ZIMMERMAN: I think Dr. Seed has 
given a fair discussion of the pros and cons of 
radioactive isotope therapy as contrasted with 
surgery. I think his particular Isotope Labora- 
tory is unusual in that it is under the direction 
of a surgeon because that permits the surgeon 
an amount of flexibility in thinking regarding 
these patients. Most of the laboratories are di- 
rected by people who have no familiarity with, 
competence in, or basis of judgment of surgical 
therapy and it is here that we find an unreason- 
able decision in the selection of patients for 
therapy. 

[. would agree with Dr. Seed that in this par- 
ticular patient I would choose thyroidectomy as 
against radioactive isotopes. 

As for the complications in the management 
of hyperthyroidism, it must be remembered that 
the treatment, whether by surgery or by isotopes, 
is simply destructive therapy so that whatever 
occurs as the result of therapy is exactly the 
same whether that thyroid is destroyed by one 
means or another. The only exception is the pos- 
sibility of injury to the recurrent laryngeal 
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nerves which will not occur with radioactive 
isotopes but may occur with surgery. But pro- 
gressive exophthalmos and myxedema or even 
the possibility that Dr. Seed mentioned of re- 
currence are just as possible with one form of 
treatment as the other, depending upon the 
technique used and the various conditions and 
imponderables of the patient. 

I would like to ask some questions about the 
myxedema. This is a rather mysterious thing. 
Myxedema generally is associated with hypothy- 
roidism of a rather severe degree and typically 
it is a generalized condition. Since the introduc- 
tion of widespread iodine administration as an 
antigoitrogenic agent, the thyroid picture has 
become more clouded than it used to be. We do 
not see as many textbook cases of Graves’s dis- 
ease as we used to, and are more and more 
running into these dissociated syndromes in 
which there is exophthalmos out of all proportion 
or cardiac manifestations out of all proportion. 
Myxedema is classically a manifestation of hypo- 
thyroidism. To me it is a puzzling, disconcerting 
thing. Was there any explanation for this syn- 
drome? I would like to raise a little bit of doubt 
as to whether this is actually myxedema as we 
think of it as the result of insufficient thyroid 
secretion. 

DR. WALDSTEIN: First in response to Dr. 
Seed’s comments I would like to say that in our 
experience we have had more favorable results 
with radioactive iodine in the treatment of toxic 
nodular goiter. Myxedema is a complication of 
radioactive iodine therapy in about six to eight 
per cent of cases. — 

IT would like to point out to Dr. Zimmerman 
that not only is damage to the recurrent. laryn- 
geal nerves possible in thyroid surgery, but here 
at Cook County Hospital we have seen hypopara- 
thyroidism, severe hemorrhage into the neck, 
and we have had to resort to tracheotomy in 
some cases. None of these things occurs with 
iodine. Not all the people who operate at this 
hospital are specialists in thyroid surgery such 
as Dr. Seed or Dr. Zimmerman or Dr. Lahey 
or Dr. Crile, but throughout the country most 
thyroidectomies are done by general surgeons 
and not by thyroid specialists. 

DR. HAROLD B. HALEY: At the American 
Goiter Association’s meeting in San Francisco 
in June a paper was presented from the Univer- 
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sity of California describing therapeutic radio- 
active iodine given to a small number of children 
in the late 1930’s. In this group a fair number 
have developed nodules and of these, three pa- 
tients have had the question of carcinoma raised 
and two of the three they feel are malignant. 
This has occurred, but it is in the children where 
we have had other problems of radiation so it 
is not yet the Freeark tumor, but it is interest- 
ing to note that it has occurred in children. 


CASE 2. THYROIDITIS 


DR. JAMES KANE: This 50 year old white 
female was transferred to the medical service of 
Cook County Hospital from an outside hospital 
on May 22, 1958, with the history and findings 
of a right hemiplegia and aphasia, sustained 
12 days earlier. She had been in good health un- 
til May 12th, when she complained of being 
tired and sluggish speech was noted. The his- 
tory was otherwise uninformative. On admission 
to this hospital her blood pressure was 180/120, 
pulse 72. The facies were puffy, eyebrows sparse, 
voice deep, and tongue large. There was a resi- 
dual hemiparesis. Palpation of the neck showed 
the thyroid enlarged generally and nodular, and 
there was a nodule (estimated weight 30 gm.) 
in the upper left pole. This was firm and not 
tender. There were no palpable nodes in the 
neck. There was a Grade 2 apical systolic mur- 
mur. The liver was down one finger, and the 
spleen was not palpable. 

The electrocardiogram showed an infarct with 
incomplete left bundle branch block. Radio- 
iodine uptake was 0 at first. Hemoglobin was 
71 per cent on admission and went to 81 per 
cent. The white blood cell count was 7,700; 
urine was negative, Kahn negative. X-rays of 
the skull were negative, and X-rays of the chest 
disclosed a large heart. Basal metabolic rates 
were —5, —5, +11%. 

Shortly after admission she had a left hemi- 
paresis thought to be another small hemorrhage. 
This cleared, as did her right generalized paraly- 
sis. There was a 10 pound weight loss while she 
was in the hospital. Her blood pressure remained 
at 180/120, and it was felt that the mass in the 
left lobe of the thyroid was enlarging. Radio- 
iodine uptake was repeated and was reported 
as being 28 per cent. This was on June 7th, at 
which time a scintogram was reported as show- 
ing a nonfunctioning mass attached to the thy- 
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roid. This was considered to be a cold nodule. 
There was an increased uptake of 1'*' after 
TSH stimulation. These factors were considered 
as indications for surgery. She was operated upon 
on July 22nd, with a working diagnosis of 
carcinoma of the thyroid gland. 

DR. FREEARK: The patient was a_ poor 
surgical risk. She had had a recent stroke; her 
cardiac condition was not good. But she had 
an enlarged left lobe and the isthmus was ex- 
tremely hard and fixed. At the request of the 
endocrine team, she was referred to surgery 
under the belief that it was a carcinoma. 

DR. WALDSTEIN: We thought this was a 
thyroiditis, but the suggestion is made in the 
literature that in thyroiditis there is no further 
uptake with TSH stimulation; that this in- 
dicates a fully stimulated gland and nothing 
more. When there was definite uptake here, we 
revised our thinking and decided it was not 
thyroiditis. We felt that it was cancer and pre- 
sumably it had destroyed enough gland to pro- 
duce myxedema. 

DR. ZIMMERMAN: I believe this is an in- 
teresting and instructive picture and IT will take 
rather definite objection to the feeling, first of 
all, that a so-called cold nodule in the neck 
warrants a diagnosis of carcinoma, One _ sees 
that; one hears that, and it is not so. Much has 
heen learned about the thyroid gland in recent 
years, but also a great deal was learned in the 
many years before the isotopes were developed. 
Dr, Seed’s experience and Dr. Giles’ experience 
and my experience cover the same period of time. 
When goiter was a prevalent disease in this part 
of the country, most of the nodules were degen- 
erating nonfunctioning conditions. We did not 
have scintograms, but if we had made scinto- 
grams of the nontoxic nodular goiters we would 
have found cold nodules in a large percentage, 
and yet to some people that spells cancer. But you 
cannot take these things as simple, single facts: 
you have to know more about the patient. 

This 50 year old woman did not have goiter 
prophylaxis with iodine. We are told there was 
a diffuse enlargement and some question of 
multiple nodularity. That certainly does not 
speak for a malignant nodule in the thyroid. | 
believe it is a mistake to take one laboratory 
finding and base your diagnosis on it. IT was told 
hy the director of the Isotope Laboratory at 
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Michael Reese Hospital that in their experience 
cold nodules are found in 10 per cent of nodular 
goiters, and 3 out of the 10 per cent have been 
found to have cancer. I don’t believe that even 
that kind of statement means anything. The 
incidence of cold nodules will depend upon the 
population from which you draw. The more 
goiter there is, the higher the incidence. The less 
goiter there is, the greater is the possibility that 
there may be cancer. 

Let us assume that perhaps there is a sus- 
picion of cancer. You have a patient who has 
high blood pressure and who has had hemiplegia 
and who, in the hospital and under therapy, had 
another mild cerebrovascular accident. Suppose 
this were cancer — then what? Do you think 
this patient should be subjected to radical thy- 
roid surgery in the circumstances? Simple re- 
moval of the gland won't do any good; you have 
to do a total thyroidectomy and probably a radi- 
cal dissection of one side of the neck. That is not 
indicated here even if you think it is cancer. If 
you palpated nodules in the breast in these cir- 
cumstances I doubt that you would feel justified 
in doing radical mastectomy, and yet the thyroid 
operation is much more extensive than breast 
surgery. 

T would like to comment on the response of 
the goiter to stimulating doses of TSH. One of 
the most confusing pictures in the entire subject 
of thyroid disease is the lymphoid struma_ be- 
cause it varies from the extremes of a small, 
patchy, localized infiltration with lymphocytes 
to complete replacement of the entire gland by 
lymphoid tissue. T do not think there is any- 
thing unusual about enough functioning tissue 
being left in a gland to respond to the hormone, 
even if there is struma lymphomatosis. IT do not 
helieve T would have advised surgery in this pa- 
tient. If it were lymphoid struma, there is no 
indication. It is not definitely a cancer, and even 
if it were cancer, what would you do about it in 


a patient as desperately sick as she is with this 
cardiovascular picture? I would like to ask Dr. 


Seed if his reaction is the same. 

DR. SEED: T would not have operated upon 
this woman under any circumstance. There is 
no evidence that the condition is malignant. I 
would give her 2 gr. of thyroid and look her 
over again in a few months. You have to be 
reasonably sure it is malignant, and then you 
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have to ask yourself, Is it curable even if I 
operate? It may be stretching things to say that 
a scintogram showing a cold nodule does not 
mean much; if it is a hot nodule it means some- 
thing. If it does not pick up anything it does 
not mean a thing. I would much rather feel the 
neck because these scintograms can be made to 
show almost anything. 

Nodular goiters frequently have hypothy- 
roidism and when they do, the goiter goes away 
if you give them thyroid. If it does, it is not 
malignant. The same often is true of thyroiditis 
and in this case I would have administered thy- 
roid. 

DR. ZIMMERMAN: I want to make one 
more point and that has to do with the relation- 
ship of nodular goiters and myxedema. Again 
the years of observation help one in this respect. 
I had the privilege one day of visiting a cretin 
farm in Switzerland, where they had four huge 
farms devoted to cretins who were so inferior 
they were public charges. The cretins in those 
days consisted of two groups: those without 
thyroids, with aplasia or hypoplasia and no 
thyroid tissue at all. The others had huge glands 
that were so large the patients had to hold their 
chins up. When the professor wanted to show 
his thyroid surgery techniques to visiting sur- 
geons, he would have some of these people sent 
down to his hospital. The relationship of nodular 
goiters to hypothyroidism and myxedema is 
an old story; there is nothing unusual about it. 

DR. WALDSTEIN: I find myself in an in- 
teresting position. I am a medical man urging 
surgery when the surgeons say hands off. I want 
to say that we have never recommended surgery 
on the basis of a scintogram alone. This patient 
had a stony hard, fixed node which we thought 
was malignant. We recommended surgery to 
have proof of malignancy because it is conceiv- 
able that the reason for her strokes was metas- 
tasis, in which case we would have directed our 
efforts to extensive therapy. This woman has not 
had a life-long goiter or massive iodine-deficient 
goiter of the large type, and we think myxedema 
is unusual in this situation. Our differential 
diagnosis was not simple nontoxic goiter but 
ihyroiditis with myxedema or possible carci- 
noma. 

DR. FREEARK: I was present at surgery. 
The gland was enlarged. The entire left lobe and 
the isthmus was involved. There was no fixation 
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to the strap muscles. A simple isthmusectomy 
was done. The impression at surgery was that 
the condition was chronic thyroiditis, and we 
have Dr. Novak with us from the Department of 
Pathology who will tell us more. 

DR. GERTRUDE NOVAK: The material 
which is shown on the screen is a representative 
section taken from the thyroid gland. The pic- 
ture was uniform throughout. The normal thy- 
roid appearance of the colloid filled follicles is 
distorted in that there is little colloid; most of 
them do not contain any. They are lined by 
cuboidal cells and are interspersed by many 
conglomerates of inflammatory cells between 
them. Most of these are plasma cells. Some 
lymphocytes were present. It is associated with 
some fibrosis. This picture adds up to a diag- 
nosis of chronic thyroiditis. There was no 
pleomorphism. It is not Hashimoto’s struma 
and there were no pseudotubercles. 

DR. NORA: What would be the value of a 
needle biopsy in this case? 

DR. SEED: I suppose it would be a good 
idea. 

DR. ZIMMERMAN: Here it would be pre- 
ferable to thyroidectomy. 

DR. NORA: How often do you operate upon 
thyroiditis to rule out cancer? 

DR. SEED: You do it frequently because 
people push you into it. But when both lobes 
are hard and it is cancer, you are not going to 
cure it; you can just satisfy your academic 
curiosity. 

QUESTION: Did I understand Dr. Zimmer- 
man to say that 3 per cent of nodular goiters 
are cancer? 

DR. ZIMMERMAN: No ten per cent of the 
nodules were cold nodules, and of this 10 per 
cent, 3 per cent were cancerous. That is not of 
all the nodules but only of the cold nodules. 

DR. SEED: If you want the most amazing 
statistics there was a report of 1,000 autopsies 
from the Mayo clinic on patients who had no 
goiter or thyroid trouble. It was found that 50 
per cent of them had thyroid nodules and of 
these, over 3 per cent were malignant. That 
means that 2 per cent of all adults in the middle 
west have cancer of the thyroid and yet there 
are only 60 persons who die every year in Illinois 
from cancer of the thyroid. 

DR. ROBERT BAKER: Have you seen a 
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nodule treated with radioactive isotopes that 
was cancer ? 

DR. SEED: I have not seen enough of them 
but I do not know of a hot nodule that was 
malignant. 

DR. WALDSTEIN: One case has been re- 


Hepatic physiology 

When standard liver function tests show no 
abnormality, additional investigations may es- 
tablish the presence of liver disease and enable 
the liver damage to be estimated quantitatively, 
especially when progress is being followed. In- 
jected bromsulphthalein (B.S.P.) is cleared 
from the circulation principally by the liver, 
and the amount of dye retained 30-45 minutes 
after the injection has been regarded for many 
years as a sensitive index of liver function. More 
recently the estimation of transaminases, which 
are released into the blood from damaged cells, 
has been shown to reflect the presence and degree 
of liver damage. Serum-glutamic-pyruvictran- 
saminase (8.G.P.T.) seems to be more specific 
for liver damage than serum-glutamicoxalacetic- 
transaminase (S8.G.0.T.); but both tests are 
affected by cell damage in other viscera, and 
levels may be high even in obstructive jaundice. 
Nevertheless, transaminase estimations are like- 
ly to prove important additions in most bio- 
chemical laboratories, especially as they can also 
be usefully applied to the diagnosis and manage- 
ment of disease of the heart and other organs. 
Unlike the B.S.P. test, transaminase estimations 
are valid in the presence of jaundice, but normal 
results may be found with both methods in pa- 
tients with compensated liver disease. 
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ported. 
DR. SEED: Malignant tumors usually are 


not hormone producing. 

DR. FREEARK: I would like to thank the 
discussants for their informative and entertain- 
ing contributions. 


In view of the multiple functions of the liver 
it is not surprising that a remarkable number 
of other tests have been devised to reflect various 
derangements of hepatic metabolism. The major- 
ity have been abandoned because of their un- 
certain relation to the clinical condition, or be- 
cause of the elaborate techniques that are in- 
volved, while others await full evaluation. The 
increasing availability of isotope techniques has 
given rise to the combination of rose-bengal with 
151, and preliminary studies have shown the 
expected delay in uptake or excretion in patients 
with liver disease or obstructive jaundice. Many 
tests have provided basic physiological data 
which have been applied usefully to the treat- 
ment of disease. This is particularly true of 
studies by catheterization of the hepatic vein, 
which are yielding more accurate information 
than is obtainable with peripheral blood meas- 
urements regarding splanchnic blood flow, he- 
patic oxygen utilization, and the metabolism of 
proteins and carbohydrates by the liver. This 
“oreat, dull bile producer” is now known to per- 


‘form more complex and vital functions than any 


other organ, and modern techniques promise that 


the comparatively scanty information regarding 


hepatic physiology will rapidly increase. Fdi- 
torial. Iiver Function. Lancet, Aug. 23, 1958. 
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EDITORIALS 





Lung cancer in women 


For many years physicians have speculated on 
what will happen to women after decades of 
smoking. The following summary appearing in 
the Journal of the National Cancer Institute 
sheds light on this question: 

“Tn a controlled, retrospective investigation of 
158 women with pulmonary carcinomas, the 
largest and the only statistically significant ef- 
fects were associated with smoking history. The 
scale of relative risks by intensity of cigarette use 
was greater for epidermoid and undifferentiated 
carcinomas than for adenocarcinomas. For epi- 
dermoid and undifferentiated carcinomas all the 
relative risks, with respect to smoking history 
and rate of cigarette use, differed significantly 
from unity at the 0.1 per cent level. The findings 
agree substantially with those from three other 
studies of lung cancer in women. The combined 
results of several investigations suggest that 
the characteristic excess lung cancer mortality 
among males almost disappears when nonsmok- 
ers are studied, since male nonsmokers have only 
slightly higher rates than female nonsmokers.” 

The battle over the etiological relationship of 
smoking is as bitter today as it was when Ham- 
mond and Horn announced their original statis- 
tics. At this moment it is our opinion that the 
evidence incriminating tobacco is more plausible 
than vice versa. However, more basic research 
into the nature of cancer is needed. The final 
answer that will satisfy all concerned will be 
found in the laboratory and not in statistical 
studies of the end results of the disease. 
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Chemical approach to depressions 


The MAO inhibitors are in the pharmaceuti- 
cal limelight. These antidepressants block the 
action of monamine oxidase (MAO), an enzyme 
that normally reduces the body’s concentration 
of serotonin, epinephrine, norepinephrine, and 
the other amines. Drugs that inhibit or neutrat 
ize MAO are followed by increased concentra- 
tion of serotonin and norepinephrine in brain 
tissue. 

Iproniazid (Marsilid) is a potent MAO in- 
hibitor. It is an analogue of isoniazid and was 
synthesized originally as a possible antituber- 
culosis agent. It was tabled, however, because it 
was not as effective as isoniazid and, in addition, 
produced physical and mental overstimulation. 

Research in MAO inhibitors renewed interest 
in antidepressant drugs, mood elevators, energy 
awakeners, and modifiers of brain function. 
Several pharmaceutical companied have products 
that fall into this category and they may be 
offered as remedies for mental depression. The 
list includes Catron, phenelzine, and_ several 
others that are designated by laboratory code 
well as Marsilid. Time will tell 
whether these products will prove valuable to 
the psychiatrist. 


numbers as 
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Keep your thoughts right—for as you think, 


so you are. Thoughts are things, therefore, think 


only the things that will make the world better 
and you unashamed. — Henry H. Buckley 





Dr. Warren W. Furey 
dies of coronary 


American medicine has sustained a great loss 
with the passing of Dr. Warren William Furey 
of Chicago, a member of the AMA Board of 
‘Trustees. Dr. Furey, aged 60, died of a coronary 
occlusion while attending a meeting of the Ra- 


Dia, i 


Warren W. Furey, M.D. 
(1898-1958) 


diological Society of North America at the Pal- 


mer House, Chicago, November 19. 

Born in Chicago, January 8, 1898, he received 
his medical degree from Northwestern Univer- 
sity Medical School in 1923, He interned at 
Mercy Hospital, Chicago. He became associated 
with the Stritch School of Medicine of Loyola 
University in 1927 and at his death was clinical 
professor of radiology. 

Dr. Furey served as president of the Chicago 
Medical Society in 1948; of the Tuberculosis 
Institute of Chicago and Cook County in 1956; 
of the Illinois Medical Service (Blue Shield) 
from 1950 to 1955; and of the American College 
of Radiology and Radiological Society of North 
America in 1955. He also was secretary of the 
Blue Shield Commission from 1951 to 1955. 


He was a delegate to the AMA from 1948 to 
1957, and became a member of the Council on 
Constitution and Bylaws in 1955, He resigned 
from the latter position last June when he was 
elected a member of the Board of ‘Trustees. 

Dr. Furey was certified by the American Board 
of Radiology, was chief radiologist at the Little 
Company of Mary Hospital, Evergreen Park, 
Ill., and Mercy Hospital, Chicago, and radio- 
logical consultant at Lewis Memorial Maternity 
Hospital, Chicago. 

He also was a member of the American Roent- 
gen Ray Society, International College of Sur- 
geons, and American Radium Society. In 1954, 
he was presented the Radiological Society of 
North America’s gold medal and citation for his 
long service to medicine. He was a prominent 
Catholic layman and a Knight of St. Gregory. 

Dr. Furey is survived by his widow, Veronica ; 
two sons, Warren Jr. and Edward, and two 
daughters, Rosemary and Mrs. Virginia Lawler. 


< > 
Watch your tongue 


Mr. R. Crawford Morris, a veteran Cleveland 
attorney, gave physicians the following recom- 
mendations to avoid liability suits: 

1. Never guarantee a cure unless you mean to 
he held to it. 

Watch the time factor. In most states the 

patient has one year within which to sue you 

for malpractice, whereas you have six years 
within which to sue her for your bill. 

Keep up with the advance of medicine. 

Do not experiment unless you have the pa- 

tient’s permission in writing. 

Get the patient’s consent for everything you 

do, preferably in writing. 

(iood housekeeping. Keep good records, full 

and adequate. 

Do not be negligent. If you feel the case is 

hevond your experience, do not hesitate to 

call for a consultation and make a written 
record of the consultant’s opinion. 

In addition he urged physicians to “be as 
careful with your tongue as you are with your 
ealpel.” 

His talk was given at a forum on “The Doc- 
tor and His Practice,” co-sponsored by the Erie 
(N.Y.) County Medical Society and the William 
S. Merrell Company, Division of Vick Chemieal 


Company. 
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Medicine on postage stamps 


Among recent issues of postage stamps dealing 
with the medical profession were the following: 

Finland — Finnish berries are shown on a 
Red Cross series of three stamps. 

l'rance — One of two Christmas stamps bears 
the portrait of Henri Dunant, founder of the 
International Red Cross. 

Germany (West) — The latest “Famous Men 
from Berlin’s History” series includes a stamp 
picturing Friedrich Schliermacher, surgeon. 

India — Children’s Day was observed with the 
release of a 15np stamp picturing a nurse with 
a polio victim who was receiving rehabilitation 
treatment at the Kalabati Saran Hospital. 

Netherlands Colonies (Antilles and 
(iuinea) — Each issued four stamps bearing a 
surcharge for the benefit of the Red Cross. 
Primitive and modern 


New 


Portuguese Angola — 
medical practice are contrasted in three stamps 
commemorating the 75th anniversary of the 
Maria Pia (Blessed Virgin) Hospital in Luanda. 
One shows a native witch doctor, another mod- 
ern physicians at work, and the third Dr. Mor 
treating a native patient. 

Portuguese Colonies (Cape Verde, Guinea, St. 
Thomas, Angola, Mozambique, Portuguese India, 
Macao, 'Timor) — Eight stamps in diamond 
format were issued in connection with the Con- 
gress of Tropical Medicine held in Lisbon, The 
stamps picture medicinal plants. 

Russia — Two stamps, both of 40k value, were 
issued to commemorate the 49th anniversary of 
the Soviet Society of Red Cross and Crescent. 

Switzerland — The 1958 Pro-Juventute series 
for child welfare includes a stamp with a por- 
trait of Albrecht von Haller (1708-1777), Swiss 
anatomist and master physiologist of his times. 

United States — The new 4c stamp bearing 
the portrait of Noah Webster is of medical in- 
terest because of his contributions to knowledge 
of epidemiology, particularly that of yellow 
fever. (See JAMA, November 29, 1958, page 
1804.) 

< > 

The older one gets the longer one lives and vice 
versa. If physical immortality is ever achieved it 
will be by the indefinite prolongation of life, and 
this is already under investigation, aided by a 
number of federal grants. Editorial. Great Ex- 
pectations New England J. Med. Aug. 28, 1958. 
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Editorials 
from other journals 


Health field lures labor unions 


The third party element continues to grow in 
influence in the practice of medicine as labor ex- 
pands its welfare programs in the health institute 
field. One of the latest to enter the field is the 
St. Louis Meat Cutters’ Union with a “one-stop” 
medical center as it was described by reporter 
Ted Schafers of the St. Louis Globe-Demoerat. 
The new structure in St. Louis, built at a cost 
of 1 million dollars, is expected to have an an- 
nual operating budget of $300,000. Funds to 
provide care for some 2,200 meat cutters and 
their families come through fringe benefits nego- 
tiated by the union. As Schafers said: 

“Such protection does not come cheap. It only 
seems so to the workers because employers in 
most instances are paying the bills through 
union negotiated health and welfare contracts.” 

Preventive medicine and how it will cut down 
union as one 
Actually, the 


on absenteeism is stressed by the 
of the benefits of the new clinic. 
program also gives the union an even stronger 
hold over its members because it takes over 
another area of his personal life, his health. 

“We are going to make it part of our contract 
that every meat cutter must take a complete 
physical checkup at least once a year,” the union 
president said. “We are going to concentrate first 
on medical phases ; dental work will come later.” 

It is impossible to argue with the wisdom of 
a physical examination each year. But for a 
union official to talk of imposing it on his con- 
stituents is another thing. Automatically, the 
free choice of whether a butcher wants an an- 
nual physical examination or not is destroyed. 
Not to mention quite a bit of the element of 
free choice of physician, if the butcher wishes 
to go outside the panel of physicians offered to 
him by the clinie. 

Why would the meat cutter be told to get a 
physical examination each year? Ostensibly, be- 
cause it is good for his health. But looking at it 
from another side, this just helps round out the 
power of the union president. It gives the union 
yet another control over its constituents. It also 
gives the union more bargaining power with the 
employers who are forced to pick up the check 
for the health clinic. To the meat cutter’s boss 
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and the consuming public, the union chieftain 
can point out how the public is protected by 
having healthier meat cutters. 

But what of the individual butcher? He has 
just signed away another freedom in return for 
what he feels is economic betterment. By the 
time he adds up his dependence on the union, 
he virtually is living in a segregated socialistic 
society run by union leaders. Once a complete 
retirement plan is worked out for him, he will 
have few decisions to make. 

The growth of labor health centers is part of a 
pattern across the nation. The field of fringe 
benefits offers a wealth of rich-sounding phrases 
and services that help weld union cohesion. 
Health and welfare benefits normally are ad- 
ministered by the union officials and if a worker 
does not choose to avail himself of them, it is 
only the werker’s loss. However, the worker 
usually sees that health benefits actually are part 
of his salary and he can ill afford to continue 
going to his old family doctor. It has a special 
appeal to the worker with a large family. Mother 
can take all the kids down to the union clinic 
for a checkup without paying out a dime. This 
doubly appeals to her, if the doctor there treats 
her nice and appears competent. 

The success and future of the labor health in- 
stitutes depend upon these factors. If they sat- 
isfy the workers and their families, they doubt- 
less’ will continue to grow. 

Two other labor groups in the St. Louis area 
already have indicated a keen interest in such 
programs, according to the Globe-Democrat. 
They are the carpenters’ organization with 10,- 
000 members and the machinists, with 15,000. 

To give some indication of the scope of the 
health and welfare field, it has been estimated 
by the Department of Labor that about 8 billion 
dollars is invested annually in such programs. 


One of the early leaders in the field was the 
United Mine Workers Union. In the fiscal year 
ended June 30, the UMWA is reported to have 
spent more than 58 million dollars for hospital 
and medical care. There was a major controversy 
in the last AMA House of Delegates over the 
relations between medicine and the UMWA Wel- 
fare and Retirement Fund. As it came out, the 
House called for an immediate public relations 
campaign to educate the public to the restric- 
tions to free choice of physician and hospital 
being imposed by the UMWA. 


Yet another giant in the labor field is even 
now examining the health field. The United 
Steelworkers’ Union has called for a broad study 
with a view to setting up union-operated hos- 
pitals and clinics in areas it feels may need them. 


“We are confident that a united and deter- 
mined membership can win the goal of full 
medical security for all steelworkers through the 


? union spokes- 


process of collective bargaining,’ 
men declared, 

This trend toward more and more union 
negotiated health and welfare institutes is sur- 
prising in view of the increasing availability of 
voluntary and commercial insurance plans. 
Through such a method, free choice of physician 
automatically is available to the workers. This 
would eliminate at least one of the objections 
of the medical profession to such programs. In 
view of recent congressional investigations into 
the management of union welfare funds, insur- 
ance programs would seem to provide the stable 
protection that the workers have a right to ex- 
pect at a price commensurate with the benefits 
of the insurance policy.—W. F. Francka, M.D., 
president, Missouri State Medical Association 
Missouri Med. 55:1229 (Nov.) 1958. 
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AMA House of Delegates 
Acts on Many Problems 


he House of Delegates of the American Med- 
ical Association meeting in conjunction with 
the 12th Clinical Session in Minneapolis, Decem- 
ber 2-5, considered many problems of medicine. 

Actions taken included the following subjects : 
medical care of the aged, medical care plans, 
osteopathy, medical education, administrative 
changes, AMA objectives and basic programs, 
and voluntary health organization fund raising. 

The House heard Dr. Gunnar Gundersen of 
La Crosse, Wisec., AMA president, call upon the 
medical profession to exert leadership and imag- 
ination in meeting the problems of these chang- 
ing times. Dr. Gundersen said that “the time 
has passed for policies based on generalities, 
platitudes, and flag-waving.” 

Also heard was Governor Orville L. Freeman 
of Minnesota who called for help by the medical 
profession “in working out a program that will 
most adequately meet the needs of our older 
citizens for health care and services of the high- 
est quality.” 


HEALTH CARE OF AGED 


In response to these pleas, the House adopted 
the following proposal, submitted by the Council 
on Medical Service and endorsed by the Board 
of Trustees : 

“For persons over 65 years of age with reduced 
incomes and very modest resources, it is neces- 
sary immediately to develop further the volun- 
tary health insurance or prepayment plans in a 
way that could be acceptable both to the recipi- 
ents and the medical profession. The medical 
profession must continue to assert its leadership 
and responsibility for assuring adequate medical 
care for this group of our citizens. 

“Therefore, the Council on Medical Service 
recommends to the House of Delegates the adop- 
tion of the following proposal: That the AMA, 
the constituent and component medical societies, 
is well as physicians everywhere, expedite the 
development of an effective voluntary health 
insurance or prepayment program for the group 
over 65 with modest resources or low family 
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income; that physicians agree to accept a level 
of compensation for medical services rendered 
to this group which will permit the development 
of such insurance and prepayment plans at a 
reduced premium rate.” 

In order to effect the immediate implementa- 
tion of such a program, the House directed that 
copies of the proposal be distributed to medical 
society approved plans, including Blue Shield 
and private insurance programs, requesting their 
co-operation. 


MEDICAL CARE PLANS 


The long awaited report of the Commission 
on Medical Care ‘Plans, appointed at the 1954 
clinical meeting in Miami, was discussed for 
two hours at a reference committee hearing, 
but the House decided to defer action until the 
June 1959 meeting. In so doing, the delegates 
adopted this statement: 

“We respectfully suggest to the constituent 
associations reviewing the report in the interim, 
that their attitude regarding the report will be 
clarified if they arrive at some decisions in regard 
to the following basic points: 

“1, Free Choice of Physician — Acknowledg- 
ing the importance of free choice of physician, 
is this concept to be considered a fundamental 
principle, incontrovertible, unalterable, and es- 
sential to good medical care without qualifica- 
tion ? 

“2. Closed Panel Systems — What is or will 
be your attitude regarding physician participa- 
tion in those systems of medical care which re- 
strict free choice of physician ? 

“These suggestions acknowledge that the policy 
of the AMA to encourage and support the highest 
quality of medical care for all patients remains 
unchanged. They question, however, whether 
attitudes toward the free choice of physician 
and the closed panel system may be undergoing 
evolutionary change.” 

The House recommended that the Board of 
Trustees invite the constituent associations to 
forward their replies to these questions to the 





executive vice president 60 days in advance of 


the June meeting. 
OSTEOPATHY 


Considerable discussion centered on a resolu- 
tion which would have recognized that constitu- 
ent medical associations have the right to estab- 
lish the relationship of the medical profession 
to the osteopathic profession within their respec- 
tive states. 

The House decided, however, that the resolu- 
tion in question did not offer the appropriate 
solution to the osteopathic problem. The delegates 
requested the Judicial Council to review past 
pronouncements of the House on osteopathy and 
the status of the laws of the various states in 
this regard. The Council was asked to present 
its report and recommendations at the June 
meeting. 

The House “noted with favor that the Ameri- 
can Osteopathic Association has amended its 
objectives as stated in its constitution by delet- 
ing reference to the cultism of Andrew J. Still.” 


MEDICAL EDUCATION 


The House approved a statement by the Coun- 
cil on Medical Education and Hospitals support- 
ing the development of additional facilities for 
basic medical education, and it urged the entire 
profession to give that policy strong support 
in order to correct misinterpretations of the 
Association’s viewpoint regarding the supply of 
physicians, 

“American medicine,” the statement pointed 
out, “fully recognizes the needs being brought 
about by the increasing population, social and 
economic trends, and the changing dimensions 
of medical knowledge and its application.” 

Urging careful analysis of those needs, the 
statement said that existing medical schools 
should consider the possibility of increasing their 
enrollments and developing new facilities. It 
aiso declared that American medicine has the 
responsibility to encourage the creation of new 
four-year medical schools and two-year basic 
science programs by institutions of higher educa- 
tion that can provide the desirable setting. 


ADMINISTRATIVE CHANGES 


A Board of Trustees report on the adminis- 
trative structure of the AMA was approved by 
the House, which termed the reorganization of 


the headquarters staff as a long and important 
step in the right direction. The report informed 
the House that the Chicago staff has been divided 
into the following seven divisions: business, law, 
communications, field, scientific publications, 
socioeconomic activities, and scientific activities. 
The latter two are still in the process of develop- 
ment and are temporarily under the direction of 
the assistant executive vice president. 

The Board also reported that the Committee 
on Legislation has been renamed the Council 
on Legislative Activities. This new council will 
undertake an enlarged, strengthened legislative 
program, closely co-ordinated with the activities 
of the new field staff and the Washington Office. 
The latter also has been reorganized, with over- 
all direction coming from Chicago. 


OBJECTIVES, BASIC PROGRAMS 


The House commended the report of the Com- 
mittee to Study AMA Objectives and Basie Pro- 
grams, which it said may be a significant mile- 
post in AMA history. In approving one of the 
committee’s recommendations, the House referred 
to the Council on Constitution and Bylaws the 
following suggested amendment of Article II 
of the Constitution: “The objectives of the Asso- 
ciation are to promote the science and art of 
medicine and the betterment of public health 
and an understanding of the socioeconomic con- 
ditions which will facilitate the attainment of 
these objectives.” 

The House also recommended that the Board 
of Trustees establish a mechanism which will 
assume the responsibility for promoting active 
liaison with each national medical society. 

“Tn the scientific fields,” the House declared, 
“the role of the AMA should be primarily that 
of leadership, but every endeavor should be made 
to bring about co-ordination of the special fields 
of scientific interest of the other national medical 
organizations.” 

The delegates also approved a recommendation 
that the Board of Trustees give serious considera- 
tion to opening the publications of the Associa- 
tion to a free discussion of socioeconomic prob- 
lems applicable to medicine. 


FUND RAISING 


Once again considering fund raising problems 
which have arisen since development of the con- 
cept of united community effort, the House 
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passed a resolution pointing out that the action 
taken last June in San Francisco has been inter- 
preted by some as disapproving the inclusion of 
voluntary health agencies in United Fund drives. 
It then stated that “the AMA neither approves 
nor disapproves of the inclusion of voluntary 
health agencies in United Fund drives.” 

The resolution also requested the Board of 
Trustees to arrange a top level conference with 
the voluntary health agencies, the United Funds, 
and other parties interested in the raising of 
funds for health causes, with a view toward 
resolving misinterpretations and other difficulties 
in this area. 


OTHER ACTIONS 


Numerous other subjects were considered. The 
House : 

(1) Took notice of the recent restrictive 
changes in the Medicare program; expressed re- 
gret at the substitution of federal facilities for 
private care in the areas mentioned, and urged 
the AMA to encourage the re-establishment of 
services under the free choice principle to ac- 
complish the original intent of act. 

(2) Recommended that the Social Security 
Act be amended by Congress to permit states 
to combine the present four public assistance 
medical programs into a single medical program, 
administered by one agency and making avail- 
able uniformity of services to all eligible public 
assistance recipients in the state. 

(3) Authorized the Council on Medical Serv- 
ice to sponsor at the earliest practicable date a 
Congress on Prepaid Health Insurance. 

(4) Approved a plan to develop “buyers’ 
guides” which will be sent to physicians to help 
their patients analyze the merits of available 
health insurance programs ; 

(5) Approved a bylaw amendment which will 
allow dues exemptions for interns and residents 
serving in training programs approved by the 
Council on Medical Education and Hospitals. 

(6) Called to the attention of all individuals 
or institutions responsible for intern and resi- 
dent training that medical services provided to 
patients in hospitals are the responsibility of 
duly licensed physicians. 
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(7) Encouraged the voluntary registration of 
the paramedical personnel who assist physicians, 
but opposed the extension of governmental li- 
censure and governmental registration at this 


time. 

(8) Approved and lauded the purpose, con- 
tent, and format of the AMA News, and recom- 
mended continuance of the publication under 
its present and established policies. 

(9) Agreed with the Committee on Medical 
Practices that relative value studies should be 
conducted by each constituent medical associa- 
tion but not on a national or regional basis by 
the AMA. 

(10) Urged each constituent society to estab- 
lish a committee on rehabilitation to carry out 
activities recommended by the Board of Trustees. 

(11) Called for continued activity at all levels 
to stimulate the development of effective polic- 
myelitis inoculation programs. 

(12) Suggested that the AMA take immediate 
steps toward developing a plan whereby reserve 
medical units and individuals not immediately 
involved in military operations could be used 
to supplement civil defense operations. 

(13) Expressed gratitude and appreciation 
for the long years of devoted service by Dr. 
Austin Smith, who resigned as editor of the 
Journal of the AMA, 

At the opening session, six state medical soci- 
eties contributed a total of almost $250,000 to 
the American Medical Education Foundation. 
The gifts were: California, $150,306; Indiana, 
$35,110; New Jersey, $25,000; New York, 
$19,608; Utah, $9,977; and Arizona, $8,657. 
In addition, the Board of Trustees announced 
an AMA contribution of $100,000 to the Founda- 
tion. 

The Board also announced that Dr. W. Lin- 
wood Ball of Richmond, AMA vice president, 
had been appointed to the Board of Trustees to 
fill the vacaney caused by the death of Dr. 
Warren Furey of Chicago. Dr. Ball, who will 
serve on the Board until next June, said he will 
not be a candidate to succeed himself. 

Dr. Lonnie A. Coffin of Farmington, Ia., was 
selected as “General Practitioner of the Year.” 


>>> 
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Clinics for crippled children 
listed for February 


Twenty-two clinics for Illinois’ physically 
handicapped children have been scheduled for 
February by the University of Illinois, Division 
or Services for Crippled Children. The division 
will count seventeen general clinics providing 
diagnostic orthopedic, pediatric, and speech and 
hearing examination along with medical social 
and nursing service. There will be two special 
clinics for children with cardiac conditions, two 
for children with rheumatic fever, and two for 
cerebral palsied children. 

Clinics are held by the division in co-operation 
with local medical and health organizations, both 
public and private. Clinicians are selected among 
private physicians who are certified Board mem- 
bers. Any private physician may refer to or bring 
to a convenient clinic any child or children for 
whom he may want examination or consultative 
se vices, 

February 3 Macomb, Phelps Hospital 
lebruary 4 — Alton (Rheumatic Fever), Alton 

Memorial Hospital 
February 4 — Hinsdale, Hinsdale Sanitarium 
February 4 Metropolis, Massac Memorial 

Hospital 
February 6 — Chicago Heights (Cardiac), St. 

James Hospital 
February 10 — East St. Louis, St. Mary’s Hos- 

pital 
February 10 — Peoria, Children’s Hospital 
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February 11 — Aurora, Copley Memorial Hos- 
pital 

February 11.— Tuscola, Community Building 

February 12 — Springfield, St. John’s Hospi- 
tal 

February 13 — 

February 17 — 
pital 

February 18 — Chicago Heights (General), St. 
James Hospital 

February 19 — Elmhurst (Cardiac), Memorial 
Hospital of DuPage County 

February 19 — Litchfield, 
School 

February 19 — Rockford, St. Anthony’s Hos- 
pital 

February 24 — Effingham (Rheumatic Fever), 
St. Anthony Hospital 

- Peoria, Children’s Hospital 

- Elgin, Sherman Hospital 

(Cerebral Palsy), 


Evanston, St. Francis Hospital 
Belleville, St. Elizabeth’s Hos- 


Park 


Madison 


February 2 


24 

February 25 - 

February 25 
Memorial Hospital 

- Anna, County Hospital District 

February 26 — Bloomington, a.m. (General), 
p.m. (Cerebral Palsy), St. Joseph Hospital 

< > 


— Springfield 


February 26 - 


AMEF chairmen to meet 

State chairmen of the American Medical Edu- 
cation Foundation will meet at the Palmer 
House, Chicago, January 24-25, to consider prob- 
lems of current and future financing of medical 
education. 
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Plan course in arthritis 
and related disorders 


A postgraduate course in arthritis and related 
disorders will be presented in Thorne Hall, 
Northwestern University, Chicago campus, Feb- 
ruary 19-21. It will be sponsored by Northwest- 
ern University Medical School, Chicago Medical 
School, University of Chicago School of Medi- 
cine, University of Illinois College of Medicine, 
and Stritch School of Medicine of Loyola Uni- 
versity; the Chicago Rheumatism Society, Chi- 
cago Orthopedic Society; and the Illinois Chap- 
ter of the Arthritis and Rheumatism Foundation. 

The faculty will consist of six nationally 
known investigators in rheumatic diseases and 
educators from the Chicago medical schools. The 
course will review basic concepts and recent 
clinical developments. There will be a fee of 
$50, with complimentary admission available to 
members of the armed forces and house staffs. 

Information may be had by writing to Dr. 
Frank R. Schmid, Northwestern University Med- 
ical School, 303 East Chicago Avenue, Chicago 
11, 

< > 


How to bill for services 
to military personnel 


The following explanation on how to submit 
hills for services rendered to army military per- 
sonnel by physicians and civilian hospitals, when 
in doubt, comes from the headquarters of the 
Fifth United States Army: 

“Tn situations when the civilian medical agency 
is in doubt concerning the normal procedure, 
bills may be submitted directly to Headquarters, 
Fifth United States Army, Office of Army Sur- 
geon, 1660 East Hyde Park Boulevard, Chicago 


15, with a request that they be placed in ap-’ 


propriate channels for settlement. 

“Such bills should show name, rank, service 
number, organization, and duty station of the 
patient, disease, or disability treated, inclusive 
dates and nature of the services, and a brief 
statement of the incident leading to the treat- 
ment, 

“The above rertains only to care of military 
personnel, and should not be confused with the 
established procedures for the processing of 
claims for care of eligible military dependents 
under Medicare.” 
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Offer postgraduate course 
in diseases of chest 


The Council on Postgraduate Medical Kduca- 
tion of the American College of Chest Physi- 
cians will present its 12th annual Postgraduate 
Course on Diseases of the Chest at the Sheraton 
Hotel, Philadelphia, March 30-April 3. 

Recent advances in diagnosis and treatment 
of heart and lung diseases will be presented. ‘The 
tuition fee will be $100, including luncheon 
meetings. 

Information may be had by writing to the 
executive director, American College of Chest 
Physicians, 112 East Chestnut Street, Chicago 
11. 

< > 


Aero medical meeting 


The 30th annual meeting of the Aero Medical 
Association will be held in the Statler Hotel, 
Los Angeles, April 27-29. Dr. Charles I. Barron, 
Lockheed Aircraft Corporation, is general chair- 
man, 

< > 


Course in allergy 


The American College of Allergists will hold 
its graduate instructional course and annual con- 
gress, March 15-20, at the Mark Hopkins Hotel, 
San Francisco, March 15-20. Information may 
be had from Dr. John D. Gillespie, treasurer, 
2049 Broadway, Boulder, Colo. 


< > 


Am. College of Surgeons 
announces 1959 meetings 


The American College of Surgeons announced 
the following sectional meetings for 1959: 

January 19-21 -— Francis Marion Hotel, 
Charleston, 8.C.; February 2-4 — Shamrock 
Hilton Hotel, Houston; February 26-28 — 
Hotel Vancouver, Vancouver, B.C.; March 9-12 
— Kiel Auditorium, St. Louis (surgeons and 
nurses); April 6-9 — Queen Elizabeth Hotel, 
Montreal, Que. (surgeons and nurses). 

The annual clinical congress will be held in 
Atlantic City, September 28-October 2. 

Information may be had by writing Dr. 
Michael L. Mason, secretary, 40 East Erie Street, 
Chicago 11. . 














Medical education congress 
to be held in February 


The 55th annual Congress on Medical Educa- 
tion and Licensure will be held in the Palmer 
House, Chicago, February 7-10. It will be spon- 
sored by the Council on Medical Education and 
Hospitals of the AMA, the Advisory Board for 
Medical Specialties, and the Federation of State 
Medical Boards of the United States. 

On the first day, the Federation will hold its 
third examination institute in physiology, bio- 
chemistry, medicine, and public health. The sec- 
ond day will be devoted to “Specialism in Med- 
icine.” The theme of the morning of the third 
day will be “The Role of Research in the Educa- 
tion of All Physicians.” In the afternoon, the 
role of medical education in civilian and defense 
mobilization will be discussed. The annual din- 
ner and Walter L. Bierring Lecture wiil be 
given that evening. The Federation will present 
a program on the final day. 

Details may be obtained from the AMA Coun- 
cil on Medical Education and Hospitals, 535 
North Dearborn Street, Chicago 10. 


< > 


Heart fund campaign 
scheduled for February 


The 1959 Heart Fund drive of the American 
Heart Association will be conducted throughout 
February. 

An expanded research program is the major 
goal of the association, its affiliates, and chapters. 
This can become a reality through increased pub- 
lic contributions to the Heart Fund, which also 
supports the educational and community service 
activities of the association. Cardiovascular dis- 
eases account for 54 per cent of the deaths in 
the United States. 


< > 


AMA to sponsor three 
medicolegal meetings 


A series of three regional medicolegal confer- 
ences will be held in March and April as part 
of a continuing effort to create a better working 
relationship between lawyers and physicians. 

Daves and locations for the conferences are: 
Distriet of Columbia Medical Society headquar- 
ters, Washington, March 20-21; Hotel Cleveland, 


46 








Cleveland, April 4-5; and Hotel Utah, Salt Lake 
City, April 18-19. 

The conferences will be sponsored by the AMA 
Law Division in co-operation with state and 
local medical societies. The following states will 
be represented at the Cleveland meeting: Illinois, 
Ohio, Michigan, Indiana, Wisconsin, Kentucky, 
Tennessee, West Virginia, and Pennsylvania. 

Subjects to be covered will be: narcotic addic- 
tion, traumatic neurosis, Res Ipsa Loquitur and 
medical professional liability, contingent fees, 
and impartial medical testimony. 

The registration fee of $5 will cover the cost 
of the luncheon and a copy of the proceedings. 
Advance registrations should be mailed to the 
Law Division, AMA, 535 North Dearborn Street, 


Chicago 10. 
< > 


Maternal, infant care 
to be conference topics 


Modern maternal and infant care in Illinois 
will be the theme of the third Illinois Congress 
on Maternal and Infant Care, to be held at the 
Hotel St. Nicholas, Springfield, January 28-30. 

The conference will consist of breakfast meet- 
ings, formal papers, panels, and round tables. 
These will cover 51 subjects. 

Emphasis will be placed on “Anesthesia— 
Techniques and Hazards” and “Emergencies of 
the Newborn.” Dr. Bayard Carter, professor of 
obstetrics and gynecology at Duke University, 
Durham, N.C., and immediate past president 
of the American Association for Maternal and 
Infant Health, will speak on “Modern Day 
Stresses in Obstetrics and Gynecology.” 


< > 


‘Do YOU know YOUR Auxiliary? 


The Woman’s Auxiliary to the Illinois State 
Medical Society was organized in 1927 for the 
purpose of assisting the Society in its program 
for the advancement of medicine, public health, 
and medical education. In the pursuit of these 
ends throughout the years, we have endeavored 
to secure better legislation and have acted as a 
liaison between the medical profession and the 
general public. In addition to these continual 
disciplines, we may point to our efforts and 
achievements in the field of nurse recruitment, 
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to our contributions to the American Medical 
Education Fund and our own state Benevolence 
Fund, and to the many phases of our community 
service. 

Our organizational pattern is similar to that 
of our parent organization; each County Auxil- 
iary is a component part of the State Auxiliary 
just as each County Medical Society is a com- 
ponent part of the ISMS. We would assume, 
therefore, that there are as many county auxil- 
iaries as there are county medical societies. But 
that is not the case. There are 93 medical socie- 
ties in 96 counties and only 40 auxiliaries in 44 
counties. Why aren’t there 93 auxiliaries firmly 
aligned with the 93 county medical societies ? 
The answer can come only from those county 
medical societies that have no auxiliaries. 
Granted, there are many counties with too few 
physicians to make auxiliary organization feasi- 
ble, but what about those in which there are 
more than 15 physicians ? 

We are an auxiliary to you, the ISMS, and 
work under the able guidance of our councilors. 
We do not set policy but execute such programs 
and functions as our parent organization dele- 
gates to us. Our program is a long-range one 
and should exert continual values upon the entire 
community. We stick to a job until it is done, 
but how much more effective we could be if 
every physician’s wife in every county were a 
member of an auxiliary in her own area. I am 
sure every physician’s wife has the desire and 
the time to help her husband’s profession. Nearly 
10,000 physicians in Illinois are members of the 
ISMS, but there are less than 3,000 auxiliary 
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members. True, we have some bachelors and 
widowers, but if our Auxiliary had at least 5,000 
more members throughout the state, we could 
move mountains. Multiply the work done in one 
auxiliary by 91 and you will get an idea of the 
enormous amount of womanpower available for 
community service in the name of the medical 


profession. 

This leads me to the core of this article. If 
there is no organized auxiliary in your county, 
we would be happy to meet with you and tell 
you of the work we do and how we can serve 
you. If it is not possible to have an auxiliary 
because of your small size, we invite wives -to 
affiliate with a neighboring county or to become 
members-at-large. If your county has an auxil- 
iary, and your wife is not a member, encourage 
her to join us. Her membership means she has 
joined other physician’s wives in the community, 
state, and nation in discovering the pleasure and 
satisfaction of doing something for the profes- 
sion. I am certain that each organized county 
auxiliary has ably demonstrated the value of 
the services it has rendered in all departments 
of our work, 

For information on organization or any phase 
of auxiliary work, please write to me. I may 
not know all the answers but be assured that 
your questions will be channeled to the proper 
person. 

Mrs. John Van Prohaska, 

5830 Stony Island Avenue, 

Chicago, 37, Illinois 

President-Elect and Organization Chairman 





Material possessions 

During World War II I served for a time 
with a roving band of guerrillas behind the 
enemy lines. My interpreter, a communist physi- 
cian, and I had ample opportunity for protracted 
discussions as we hid in caves or camped in the 
mountains between periodic episodes of military 
forays. In debates setting forth or defending our 
individual philosophies of life, my materialistic 
friend would express repeatedly his amazement 
that I, a man of science, could believe in any- 
thing that could not be demonstrated by scien- 
tific standards of proof. He prided himself on his 
staunch beliefs only in those things which could 
he tested in the exacting crucible of laboratory 
research or solved by the precise intricacies of a 
mathematical formula. 

One sunny afternoon as our motley band of 
warriors rested on the side of a mountain, my 
interpreter physician informed me that we had 
heen surrounded by the enemy and our position 
was precarious. Plans called for a dash through 
this encirclement after dark. Letters home might 
be written and would be hidden safely for later 
procurement. 

As I sat writing a farewell letter to my wife 
and children, each breath of air, each glint of 
sunlight on the sparkling mountain stream, each 
copper-tinted autumn leaf, each cascading war- 
ble of the birds, each gentle sigh of the wind 
hecame crystallized into something a thousand 
times more beautiful when viewed in the per- 
spective of life and death. My communist friend 
sat a stone’s throw away, deeply engrossed in 
the bittersweet task of. composing words which 
might be his final communication with his wife 
and children, 

In the midst of writing I paused to interrupt 
my companion’s sober reflections and to question 
him as to whether the significant thoughts em- 
bodied in his composition were such as could be 
proved in the test tube or on the blackboard. 'The 
answer received was an averted look, for he knew 
as well as I did that our most profound thoughts 
in the face of the impending crisis were not 
related to the material things of life, nor could 
they be measured by the tools of physical ex- 
ploration. There were neither qualitative nor 
quantitative tests that could evaluate accurately 
our intimate personal experiences of love or 
hope. 

Spiritual understanding does not lend itself 


readily to the circumscription of a curriculum 
or credit hour. Neither does the purely intel- 
lectual appreciation of spiritual values neces- 
sarily denote depth of spiritual understanding. 
The experiential demand of wisdom embraces a 
far greater comprehension of life than does that 
of knowledge alone. Granted that the burden of 
educational responsibility for the moral and 
spiritual development of the student rests with 
the parents, this does not free the educational 
institution from its obligation of maintaining 
an environment in which such growth finds ¢ 
healthy intellectual soil. It is in this very aree 
of difference between our philosophy of educa- 
tion and that practiced behind the Iron Curtain 
that we find the mustard seed of faith which, if 
nurtured, blossoms into an expression of moral 
strength. 

It has been said that history will characterize 
our civilization as one in which the measure of 
success was that of material possessions. Be that 
as it may, unless our system of education builds 
in the youth of today: the capacity to appreciate 
the creative fruits of other than the material 
things in life, we will have denied our adults of 
tomorrow most of life’s really profound satis- 
factions. WM. A. Casberg, M.D. Knowledge Comes 
but Wisdom Eingers. J. M. Educ. Sept. 1958. 


< > 


Flat on your back 


Sir,—I have discovered an interesting reaction 
made by patients during routine examination. 
On making the request, “Please lie on your 
back,” the patient almost invariably rolls over 
into the prone position, making it completely 
impossible to examine the abdomen. In a fairly 
unselected series, I have found this response in 
about 80 per cent of patients. It does not seem 
to depend on the apparent intelligence of the 
subject. I have noticed that the correct position 
invariably can be obtained by asking, “Please lie 
flat on your back.” Can anyone explain the psy- 
chology of this different response? K. G. Bland 
Birmingham, 29. Correspondence. Brit. M. J. 
Nov. 15, 1958. 


< > 


Sometimes a noble failure serves the world 
as faithfully as a distinguished success. — Dow- 
den 
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‘THE OTHER SIDE OF ORINASE 


Business organizations must file a financial 
statement with the Securities and Exchange 
Commission before they offer their common stock 
to the public. Upjohn did this last month and, 
according to the F-D-C Reports, they pay a 
74 per cent royalty in sales of Orinase under the 
license agreement with the German firm of 
Farbwerke Hoechst. They agreed to pay a mini- 
mum of $2.3 million within 10 years from the 
effective date, with $1.3 million to be paid within 
the first five years. This agreement was made in 
return for an exclusive nontransferable U.S. 
license to make, sell, and use anti-diabetic prod- 
ucts under Hoechst’s sulfonylurea German pat- 
ents. The two companies also agreed to exchange 
know-how on development and use of the com- 
pounds. If Upjohn develops new products from 
the basie compounds it must offer Hoechst the 
basic license. Upjohn told the SEC that over 
300,000 patients in the United States are now 
being maintained on Orinase, indicating that 
sales are running into $15 million or more per 
vear. Now, Pfizer is utilizing one of the Upjohn 
license patents in the production of licensed com- 
pounds, according to F-D-C Reports. The main 
license is in the use of steroid intermediates. 


HIRE THE HANDICAPPED 

Two eastern hospital administrators recom- 
mended hiring the handicapped in these times 
of personnel shortage. They reported in Hos- 
pitals that 47 of the 780 employees at the Albert 
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Einstein Medical Center are handicapped and 
40 of these hold jobs requiring some physical 
effort. Work records show that absenteeism was 
less for the disabled than for the normal em- 
ployees. They stated also that older persons 
made excellent workers, not only in jobs requir- 
ing a minimum of strain but also in jobs where 
the introduction of more modern and effective 
equipment results in lessening of strain. 


TRUE OR FALSE? 

From the annual meeting of the ADA we 
learned that 85 per cent of a surveyed group 
were of the erroneous opinion that loss of teeth 
and wearing of artificial dentures were inevitable. 
This brings up an interesting speculation. Is 
there an age limit to teeth and will they fall out 
ultimately if the person lives long enough? 'The 
questionnaire revealed that 54 per cent realized 
the importance of caring for the child’s first 
teeth until they were lost naturally; but only 51 
per cent were aware of the importance of replac- 
ing missing back permanent teeth to keep the 
rest of teeth and the mouth tissues intact. 

New high speed dental drills which operate 
up to 300,000 revolutions per minute have made 
drilling as painless as possible. As one dentist 
described it “The teeth feel as if they are being 
rubbed rather than ground.” We began to antici- 
pate our next dental visit until another dentist 
said “There still is need for the so-called hand 
cutting instruments for precision and effective- 
ness.” There is no substitute for the practical 
side of dentistry. 





FALLOUT 


The Public Health Service reported that 
radioactivity levels in milk collected during 
August. From past experience, month-to-month 
country continued to be below the current permis- 
sible levels recommended by the National Com- 
mittee on Radiation Protection and Measure- 
ments. Radiation levels from six stations showed 
a decline in strontium-90 compared with July 
data. Three stations, in the milksheds serving 
Atlanta, Chicago, and Sacramento reported 
slight increases over July. A tenth station, serv- 
ing Spokane was added to the network in 
August. Form past experience, month-to-month 
fluctuations in levels are to be expected. 


PHARMACEUTICALS 


The New York State Journal of Medicine 
carried an article on a one year study of 93 
hypertensives who received Harmonyl (Abbott 
Laboratories). The results: 

1. The product lowered the blood pressure of 

68 patients, 

2. It produced subjective improvement in 89 
patients, and 
3. No side effects occured to interrupt treatment. 


Pathilon (Lederle) has been used for several 
years as an anticholinergic in the treatment of 
peptic ulcer, A new dosage form is now available 
for colicky infants. It was used recently on 204 
babies with reported benefit in 70 per cent. 

kX. Fougera Co. announced the debut of 


Orabilex, an oral X-ray medium that permits 
gall bladder visualization with a single standard 


dose, regardless of the patient’s weight. The 
incidence of side effects is less than five per cent. 


Two British State physicians report that the 
aerosol detergent, Alevaire, was effective in re- 
lieving bronchial obstruction in five infants with 
acute laryngotracheobronchitis. Three of these 
youngsters were in danger of asphyxiation and 
tracheotomy was indicated. The mucolytic deter- 
gent was administered from a nebulizer as a 
fine mist, with immediate improvement. 


A new form of oral atropine (Atratan) was 
reported at the recent Minneapolis meeting of 
the AMA as relieving symptoms of ureteral colic 
in 47 of 50 patients ; 87.5 per cent of the patients 
required no narcotics. 


Protef is Upjohn’s new suppository that com- 
bines hydrocortisone acetate and neomycin sul- 
fate. It is said to be of value in a wide variety 
of rectal conditions and helps relieve discomfort, 
speeds tissue repair, and affords protection 
against secondary infection. 


The war is on. Ciba has recently introduced 
a new diuretic and an effective hypertensive agent 
that is to compete with Merck, Sharp & Dohme 
Research Laboratories’ Diuril. It is dihydro- 
chlorothiazide (Esidrex). A group of ‘Texas 
investigators call it most promising. Merck, 


Sharp & Dohme is keeping pace with the com- 


petition by announcing a new and more potent 
derivative of chlorothiazide (Diuril), called 
HydroDiuril. It is hydrochlorothiazide and ap- 
pears to have the same biologic effects in therapy 
as Diuril. 
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Choice of physicians campaign 


The AMA is engaged in a broad, twofold 
educational campaign to acquaint the profession 
and the public with the benefits to be derived 
from preservation of the American right to free- 
dom of choice of physicians. 

The first phase is directed toward the profes- 
sion and stresses the inherent dangers of third 
party encroachment on the private practice of 
medicine. It urges medicine to re-emphasize the 
importance of policing its ranks and in preserv- 
ing the high quality of medical care this country 
enjoys. 

The second campaign is geared to the general 
public and emphasizes the following areas: (1) 
the patient should have the right to choose his 
personal physician; (2) the benefits to be gained 
from a close personal physician-patient relation- 
ship; and (3) the need for selecting a personal 
physician before sickness strikes. 

Campaign material is obtainable from the 
Communications Division of the AMA, 535 
North Dearborn Street, Chicago 10. 


Public education through films 


Films on the subject of medicine and health 
are excellent media to reach the laity, in the 
opinion of Dr. Bruno Gebhard, director of the 
Cleveland Health Museum, who directed the 
health and medicine exhibit at the New York 
World’s Fair. Lectures and pamphlets have only 
limited appeal in this age of visual communica- 
tion, Dr. Gebhard believes. 

He says county medical societies might seri- 
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ously consider establishing health film libraries, 
offering loan films to schools and community 
groups. This he adds, would be a worthwhile 
project wherever there is an active woman’s 
auxiliary. He offers this advice: 

“Films are best used when they are the start- 
ing point for discussion, both in schools and with 
adult groups. Films should be more than just 
program fillers or time killers. 

“Hospitals, especially those dealing with 
chronic diseases, have a great opportunity to 
use films for patient education. The same is 
true with the clientele of outpatient departments, 
with expectant mothers’ classes, and other special 
groups, like diabetic patients. 

“Physicians should be warned not to use a 
film, especially of a technical nature, in patient 
education, which they have not personally pre- 
viewed. Films good for professional education 
seldom do a good job in public education.” 


< > 


Serum trypsin 


Our findings suggest that in the presence of 
pancreatic disease there is a significant elevation 
of serum trypsin. This elevation is believed to 
result from an obstructive process in the pan- 
creas combined with an active secreting gland. 
In this series, the serum trypsin determination 
proved a more sensitive and reliable index of 
pancreatic disease than either the serum amylase 
or the serum lipase. @. L. Nardi, M.D. and C. W. 
Lees. Serum Trypsin. New England J. Med. 
Apr. 17, 1958. 





NEWS of the STATE 





ADAMS 

Meretina. Adams County Medical Society held 
their annual business meeting in Quincy Dec. 8. 
The 1959 president is Dr. Hugh 8. Espey ; presi- 
dent elect, Dr. Erie J. Shoengood ; and secretary, 
Dr. Richard Cooper. 


COOK 


Bioop Center. A $250,000 blood bank and 
research center was dedicated Sunday at Mount 
Sinai Hospital, Chicago. The new facility was 
named the Charles Hymen Blood Center after 
Charles Hymen, a principal contributor. Speakers 
included Dr. T. R. Van Dellen, and Dr. Israel 
Davidsohn, director of research at Mount Sinai 
Medical Research Foundation. 

Lecture. Dr. Edmund Jacobson, Chicago, 
spoke on “Electrical Measurements of Mental 
Activities” and “Physiological Psychiatry” at 
the University of Wichita. Dr. Jacobson acted 
as consultant on a research project being carried 
on at the University. 

LABORATORY. The establishment of the Com- 
mander Eugene F. MeDonald, Jr., Memorial 
Laboratory for Exfoliative Cytology at the Uni- 
versity of Chicago Medical Center has been an- 
nounced, Dr. Lowell T. Coggeshall, dean of the 
University’s division of biological sciences said 
that the formation of the Laboratory has been 
financed by leaders in the radio and television 
industry as a memorial to the late founder- 
president of Zenith Radio Corporation of Chi- 


eago, 


CANCER CENTER. The Cancer Prevention Cen- 
ter of Chicago has received a grant from the 
American Cancer Society of $5,272 for the pur- 
pose of establishing a new gastric analysis test 
(Diagnex) as part of the routine checkup given 
at the Center. 

ANNIVERSARY. The Chicago Medical School 
marked 10 years of its acecreditation and ap- 
proval as a medical college of high standing on 
Nov. 25. Alex Dreier, radio and TV analyst 
and news commentator, related the early history 
of the school up to its approval in 1948 by the 
American Medical Association and the Associa- 
tion of American Medical Colleges. Dr. John J. 
Sheinin, president of the school, gave a progress 
report and described the planning of a new 
research institute, the first of seven buildings to 
be erected on the 10 acres of ground in the West 
Side Medical Center. 

MEETINGS. Chicago Neurological Society pre- 
sented the following program Dec. 9: “Experi- 
mental Production of Motor Neurone Dieases”— 
Harold Keonig; “Persistent Carotid-Basilar 
Anastomosis”——Roland A. Manfredi, Oscar 
Sugar, and Beaumont Johnson; “An Unusual 
Case of Primary Cerebellar Sarcoma”—Benjamin 
Boshes and Kenesaw M. Mannings. 

The Chicago Society of Internal Medicine 
met Dec. 15 and had the following program: 
“Chronic Erythremic Myelosis with Hemochro- 
matosis’—Frank IK. Trobaugh, Jr. and Alle- 
sandro Emanueli; “Carcinoma of the Pancreas: 
Clinical Study of 79 Cases”——-Harold P. Lazar, 
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Mitchell A. Spellberg, and Ronald E. Fox; “The 
Relationship of Intracellular Potassium Ion 
Concentration to Excessive Doses of Digitoxin 
and Desoxycosticosterone Acetate Administra- 
tion: A Chemical and Morphologic Study”— 
Franklin A. Kyser, Henry Teloh, and George 
C. Sutton. 

The Society of Medical History of Chicago 
met Dee. 17 and had the following program: 
“The Vienna School of Pediatrics and the Con- 
cepta of Allergy”—Helmut P. G. Seckel; and 
“Ladies of Lynn: Emphasis on One”—E. Lee 
Strohl. 

Cook County Hosrrrat. Dr. E. Trier Morch, 
professor of surgery and director of the sec- 
tion on anesthesiology at the University of 
Chicago for the past six years, has been made 
chief and professor of anesthesiology at Cook 
County Hospital. 

Dr. Joseph J. Litschgi, department of radi- 
ology, Cook County Hospital, presented an ex- 
hibit on hemolytic anemias at the annual meet- 
ing of the Radiological Society of North Amer- 
ica. Drs. William T. Meszaros and Melvin Sisson, 
department of radiology, Cook County Hospital 
presented an exhibit on Neurofibroma at this 
meeting also. 

History Lectures. Dr. Percival Bailey, pro- 
fessor of neurology and neurological surgery, 
University of Illinois College of Medicine, will 
speak on “The History of Neurosurgery” at the 
International College of Surgeons Hall of Fame, 
1524 Lake Shore Drive, Chicago, February 3 
at 8 p.m. Dr. George F. Lull, assistant to the 
president of the AMA, will speak on “Notes 
About the Role of Physicians in Our Military 
History,” February 24, at 8 p.m. The lectures 
are free and open to physicians, medical per- 
sonnel, and the public. 

Honorep. Dr. H. Close Hesseltine, professor 
and secretary of the department of obstetrics 
and gynecology of the University of Chicago, 
has been named Mary Campau Ryerson professor 
of obstetrics and gynecology. Dr. Hesseltine is 
president of the Chicago Gynecological Society, 
a trustee of Illinois Medical Service (Blue 
Shield), a Fellow of the American and Illinois 
(ynecological Societies, and past secretary and 
treasurer of the Chicago Chapter of Sigma Xi. 
lle is the immediate past chairman of the 
council of ISMS. 
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DEKALB 


MeetinG. Dr. Edward W. Klink, Rockford, 
spoke on “Practical Office Gynecology in Rela- 
tion to Endocrine Disorders” at the Bishop 
McLaren Foundation, Sycamore, before the 
DeKalb County Medical Society. 

DuPAGE 

New Orricer. Dr. Theodore J. Wachowski, 

Wheaton, was named president-elect of the Ra- 


diological Society of North America at the 
group’s 44th annual meeting. 


EDGAR 


Meetine. Edgar County Medical Society had 
their county pharmacists as guests at the Decem- 
ber meeting. Movies—“The Clinical Manifesta- 
tions and Treatment of Gout,” and “Orinase, 
Grand Round, Number 7%” were shown. 


EFFINGHAM 

Party. Effingham County Medical Society 
and St. Anthony Hospital staff enjoyed a Christ- 
mas party given by the Sisters of St. Francis at 
St. Anthony Memorial Hospital Dee. 8. 


FAYETTE 


Honorep. November 18th was designated 
as Dr. Mark Greer Appreciation day by J. Cecil 
Smith, mayor of Vandalia. At the dinner in the 
evening Dr. Greer, named “Outstanding General 
Practitioner of 1959” by the Illinois State Medi- 
cal Society, repeated his life’s slogan, “If you 
want to be happy, give something to somebody, 
and this something does not have to be the 
material things of life.” 


GREENE 

Meetina. The Greene County Medical Society 
held its December meeting for the election of 
officers in Carrollton Dec. 10. 


KANE 

Party. The Kane County Medical Society 
held its Christmas party at St. Charles County 
Club Dee. 10. 


KNOX 

Meetinc. Dr. Harry F. Dowling, professor 
of medicine, University of Illinois College of 
Medicine spoke on “The Problem of the Antibi- 
otic Resistant Staphylococci” on Dec. 18 at the 
meeting of the Knox County Medical Society. 


53 





LAKE 

MeetinG. Lake County Medical Society held 
its annual election of officers at the December 
meeting following a social hour at Rustic Manor, 
Gurnee. 
LASALLE 

Party. A musical review, “Party of Six” 
with stars from Northwestern University WAA 
Mu show was the entertainment for the LaSalle 
County Medical Society Christmas party at 
Streator. 


MACON 


MeetinG. Dr. Harry F. Dowling, professor 
of medicine, University of Illinois College of 
Medicine spoke on “Current Antibiotic Therapy” 
at the Decatur Club for the Macon County Medi- 
cal Society, Nov. 25. 

McDONOUGH 

Meetina. Dr. M. EK. Godbey, Macomb, talked 
on “Hearing Tests” before the McDonough 
County Medical Society Noy. 28. Dr. Godbey is 
the newly elected secretary of the society. 

ST. CLAIR 

DinnER. St. Clair County Medical Society 
held their annual Christmas dinner dance with 
the auxiliary at the St. Clair Country Club 
Dee. 6. 


SANGAMON 


MEETING. Selwyn 'Torff, Labor Relations Con- 
sultant, Chicago, spoke at the December meet- 
ing of the Sangamon County Medical Society. 


His subject was “Unionism vs. Medicine.” 
SoctaL Event. The annual auxiliary Christ- 
mas party for all physicians and their wives was 
held on Dee. 7 at the Hotel St. Nicholas in 
Springfield. 
VERMILION 
Bustness MEETING. The December meeting of 
the Vermilion County Medical Society for the 
election of 1959 officers was held in Danville. 


WILLIAMSON 

New Orricers. The Williamson County Med- 
ical Society met Dec. 2 and elected the follow- 
ing new officers: Drs. Hosmer T. Merrell, 
Marion, president; James E. Gladson, Herrin, 
vice president; and Martin M. May, Marion, 
secretary. 
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GENERAL 


Awarp. Dr. Charles B. Huggins of the Uni- 
versity of Chicago, nationally known cancer in- 
vestigator, received an award at an “All Chicago 
Salute to Medical Research” dinner Dec. 7. The 
meeting was sponsored by The Chicago business 
and professional chapter of the City of Hope 
Medical Center in co-operation with the Illinois 
Society for Medical Research. 

Dr. Daniel C. Moore, Seattle is now president 
of the American Society of Anesthesiologists. 
Dr. Moore, a graduate of Northwestern Univer- 
sity Medical School, is returning to Chicago. 


LECTURES ARRANGED BY THE ILLINOIS STATE 
MepicaL SocreTy 

Paut K, AntHony, clinical associate in pedi- 
atrics, Stritch School of Medicine of Loyola 
University, addressed the Nursery Guild of Ash- 
burn Lutheran Church, December 12, on “Physi- 
cal and Mental Health of the Pre-School Child.” 

THomas F. KrucuHek, clinical assistant in 
psychiatry, Stritch School of Medicine of Loyola 
University, addressed the Beth Am Social Club 
of the Jewish Community Centers, January 12, 
on “Live Longer and Enjoy It.” 


Paut C. Tracy, member of the pediatric staff 
of Children’s Memorial Hospital, addressed the 
Fairview School Parent Teacher Association at 
Hoffman Estates, January 14, on “Physical 
Education for Elementary School Children.” 

RicHARD FRANK, instructor in obstetrics and 
gynecology, Northwestern University Medical 
School, addressed the Manor Division of the 
National Council of Jewish Women, February 
18, on “What’s New in Obstetrics ?” 


Jackson P. Brrer, Rock Island, Regional 
Health Officer of the Illinois Department of 
Public Health, addressed the Stephenson County 
Medical Society in Freeport, February 19, on a 
pertinent subject in public health. 


THomas J. CooGan, clinical assistant profes- 
sor of medicine, University of Illinois College of 
Medicine, the Stock Yards Branch of the Chi- 
cago Medical Society, February 20, on “Evalu- 
ation of and Treatment of Hypertension.” 


Marcaret L. PHiniips, member of the staff 
of the Chicago Wesley Memorial Hospital, South 
Bryn Mawr Wednesday Women’s Club, Febru- 
ary 25, on “Live Longer and Enjoy It.” 
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DEATHS 


Ropert M. AFFHAUSER*, Chicago, who gradu- 
ated at Loyola University School of Medicine, in 
1922, died August 9, aged 62. 


LESTER D, ANDERSON*, Chicago, who gradu- 
ated at the Chicago Medical School in 1919, died 
September 5, aged 69, of cerebral hemorrhage. 
He had served as a member of the staff of the 
city health department. 


WixtiiaM J. Baker*, Chicago, who graduated 
at Rush Medical College in 1925, died Decem- 
ber 3, aged 64. He was chairman of the Depart- 
ment of Urology at St. Luke’s Hospital, and 
professor of urology at Northwestern University 
Medical School. 


Harry T. Baxter*, Astoria, who graduated 
at the University of Illinois College of Medicine 
in 1914, died October 14, aged 67. 


GEORGE J. BiLek*, Chicago, who graduated 
at Indiana University School of Medicine in 
1929, died November 28, aged 55. He was a 
former chairman of the Department of Surgery 
at Evangelical Hospital, and a member of the 
staff of Christ Community Hospital. 


HucH R. Bowannan*, Jerseyville, who 
graduated at the Eclectic Medical College of 
Indiana, Indianapolis, in 1904, died recently, 
aged 82. 

Henry H. Boons*, Chicago, who graduated 
at the Chicago Medical School in 1919, died 
September 30, aged 74, of chronic myocarditis 
and arteriosclerosis. 


JAY Barttey CartTer*, Chicago, who gradu- 
ated at Rush Medical College in 1925, died 
December 6, aged 59. He was a member of the 
staffs of County and Augustana Hospitals, and 
the author of several books and articles on the 
heart. 

Rospert I, Frrestone*, Brookfield, who gradu- 
ated at the Western Reserve University School 
of Medicine, Cleveland, Ohio, in 1944, died 
November 27, aged 37. He was assistant in 
ophthalmology at the University of Illinois 
College of Medicine. 

JapwicA GLocowska, Alton, who graduated 
at Uniwersytet Poznanski Wydzial Lekarski, 
Poznan, Poland, in 1949, died October 6, aged 
35, of injuries received in an automobile accident 
1 Madisonville, Kentucky. 
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RicHarp Howarp Jackson, Chicago, who 
graduated at Meharry Medical College, Nash- 
ville, in 1922, died September 13, aged 72, of 
chronic myocarditis. 

THEODORE S. KAMMERLING*, Chicago, who 
graduated at the University of Illinois College 
of Medicine in 1904, died November 20, aged 
77. He was a former member of the faculty of 
the Chicago Eye, Ear, Nose and Throat Infir- 
mary. 

Evert L, Lee*, Aurora, who graduated at 
Rush Medical College in 1909, died November 
14, aged 76. 

Marvin 8S. Levinson, Chicago, who gradu- 
ated at the Chicago Medical School in 1954, died 
November 21, aged 29. He was a senior resident 
physician at Michael Reese Hospital at the time 
of his death. 

Ips I. Marcus, Chicago, who graduated at 
Deutsche Universitat Medizinische Fakultat, 
Prag, Czechoslovakia, in 1920, died December 
3, aged 64. 

Tuomas I, Morrer*, Oak Park, who gradu- 
ated at the Chicago Homeopathic Medical Col- 
lege in 1897 and at Rush Medical College in 
1899, died November 20, aged 86. He was a 
trustee of the West Suburban Hospital, which 
he helped found. 

Witiram G. Sacuse*, Morris, who graduated 
at Rush Medical College in 1908, died recently, 
aged 76, 

Max ScuMIpHOFER*, Chicago, who graduated 
at Jenner Medical College, Chicago, in 1913, 
died November 11, aged 74. He was medical 
examiner at Fifth Army Headquarters. 

J. DonaLp SHOEMAKER, Mount Olive, who 
graduated at the Chicago Medical School in 
1947, died in the Community Memorial Hos- 
pital, Staunton, September 23, aged 50. 

J. Zeru Svraniey*, Carmi, who graduated 
at the College of Physicians and Surgeons of 
Chicago, School of Medicine of the University 
of Illinois, in 1910, died in the Deaconess Hos- 
pital, Evansville, Indiana, September 15, aged 
76, of coronary occlusion. He was a member of 
the staff of the Carmi Township Hospital. 

Francis E. StreysmMan*, Oak Lawn, who 
graduated at Loyola University School of Medi- 
cine in 1931, died November 15, aged 65. He 


*Indicates member of the Illinois State Medical Society. 





was a member of the staff of Holy Cross Hos- 
pital. 

Ciaupe O. Trmpie*, Chicago, who graduated 
at the Chicago Medical School in 1937, died 
November 30, aged 50. He was a member of the 
staffs of County and St. George’s Hospitals. 

Mito E. Vactn*, Riverside, who graduated at 
the University of Illinois College of Medicine 
in 1929, died November 22, He had 
been president of the medical staff of Bethany 
Hospital and he had served for 22 years as dean 


aged 57. 


and treasurer of Worsham College of Mortuary 
Science. 
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Antimalarials in lupus 


The reported uses of the antimalarials in the 
treatment of lupus erythematosus are legion. 
The consensus is that they have been proved 
effective in the treatment of chronic discoid 
lupus erythematosus. Again, the relapse rate 
after withdrawal of treatment is high; however, 
some remain permanently free of their disease. 
Others, after relapse, respond again equally well 
to re-treatment. Some remain refractory. Some 
fail to respond to one antimalarial drug only to 
clear promptly when an analogue is tried. Some 
may still require adjunctive therapy, such as 
carbon dioxide freezing, to facilitate involution. 

In the subacute and acute disseminated forms 
of lupus erythematosus the findings have been 
more astounding. Although a case of systemic 
lupus was treated in Page’s original series, 
grave warnings were soon forthcoming against 


lege in 1898 and at the Chicago Medical School 
in 1923, died December 3, aged 96. She was a 
former Chicago public school teacher and presi- 
dent of the National of Colored 
Women. 


Association 


Wittram R. WEsENBERG*, Mound City, who 
at Vanderbilt University School of 
Nashville, in 1912, died recently, 


graduated 
Medicine, 


aged 69. 


Arruur R. Wurrerort*, St. Elmo, who 
graduated at St. Louis University School of 
Medicine in 1905, died recently, aged 78. 


Indicates member of the Illinois State Medical Society. 


the use of antimalarials in acute systemic forms 
of the disease. Numerous reports, however, con- 
tinued to appear indicating that they were in- 
deed beneficial in the systemically ill patients. 
Duboise and Haserick have treated large groups 
of such patients and feel that antimalarials are 
useful. Connor successfully treated 12 cases of 
acute systemic lupus erythematosus with quina- 
crine and chloroquine, five with concomitant 
steroid therapy, and seven with antimalarials 
alone. He ventured the prediction that the an- 
timalarials “may prove superior to steroid ther- 
apy in the treatment of lupus erythematosus 
with respect to life expectancy, complications, 
and morbidity.” In his five very ill patients, 
antimalarials permitted control with steroid at, 
a much lower dose. Hugene P. Schoch, M.D. 
Antimalarials in Lupus. Texas. J. Med. June, 


1958. 
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